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This report of Proceedings of the Annual Con- 
ference of the Surgeon General with State and Terri- 
torial Hill-Burton and Mental Retardation Construc- 
tion Authorities reflects the vigorous effort being 
made by the States and Federal government to find 
improved ways of meet-ing the Nation's health facility 
needs. 

Speeches presented during the first day of (lie 
Conference called attention to the newly emerging 
concepts directed at making health services available 
wherever gaps now exist. Of particular interest, 
also, were discussions centered on the implications 
of newly enacted health legislation on the types of 
health facilities and services which will be needed 
throughout the Nation. As in previous years, the 
lively discussion periods provided a most useful 
forum for an exchange of experiences by representa- 
tives of the various States and Territories. 

For the second consecutive year, the second day of 
the Conference was a combined session with State 
and Federal authorities responsible for developing 
programs for the construction of facilities for the 
mentally retarded. 

Conference recommendations appear on page 48, 




HABALD M. GKANIITO, M.D., 
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Dr. George James, former Commissioner of the New York City Health Department, delivers luncheon address. 



Registering for the 2-day conference are 
Mr. John Clileapas, engineer, Boston 
Regional Office; Dr, Harold M. Erfckson, 
Deputy Director of the California Depart- 
ment of Public Health, and Mr. Clarence 
R. Horton, Chief of the Hospital Services 
Section, State Department of Public 
Health, Denver, Colo. 
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Presiding officer was Dr. 
Terrell 0. Carver of Boise, 
Idaho, President of the Asso- 
ciation of State and Territorial 
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ities Survey and Construction 
Authorities. 




Handd M, Grafting, M.D. 



EACH OF USwhether located in a State, 
Territory, regional office, or in Washington has 
found that during the past year, activities reached 
new heights, covered new ground, and made us feel 
we were in a state of perpetual motion. It is there- 
fore most important that we come together for 
what we sincerely hope will be a refreshing ex- 
perience. Hopefully, we shall have an opportu- 
nity to take a reflective look at where we have been, 
where we are, and where we are heading. 

Are you FOR IT or WITH IT? In the vernacular 
of our younger generation, the two terms are far 
from synonymous. 

When I was preparing my remarks for this 
occasion, approximately one-half million people in 
my hometown were looking forward to witness- 
ing their first world series game. Folks who had 
not been able to distinguish, a stolen base from a 
forward pass were vying with one another for 
tickets to a major sports event. There was no 
question, about it. They were FOR baseball. They 
were FOR the Twins. 

Meanwhile, in a certain Western citywhose 
name I cannot even recall thousands of people 
were undergoing somewhat the same emotional 
experience. They too were FOR baseball. 

However, in each instance there was a rela- 
tively small squad made up of a manager, a coach, 
and players, who were WITH baseball. They, the 
members of the- teams and their mentors, were 
the only ones who had an opportunity to affect 
the score. 

Scoringor becoming sufficiently involved to 
change the situation is being WITH rr. 

In light of the leadership roles you fill in your 
own sphere of operation, each of you, I am sure, 
has frequently pondered the question of <( P OH 
versus WITH." And it is highly likely that you 



reached the same conclusions when you identified 
the characteristics o those AVITIT a program. 

To be "WITH IT" does not mean you wo do- 
ing only what is required to get by. It. does not 
mean that you'll permit yourself to become bogged 
down by routine functions, leaving no time to meet 
the pressing new problems of today or those which 
are fast approaching. 

To be "WITH IT" connotes vigorous action as 
opposed to merely an assenting nod. It implies 
the ability to extend one's self above tmd beyond 
the bare essentials required of an assignment. 

Since the early days of Hill-Burton, this typo 
of forum has been used to let it be known, what 
you were FOE as well as WITH. And, I might add, 
you wore WITH IT when yon let your ideas bo 
known , . . when you called attention to the 
need for a more up-to-date Hill-Burton program 
which would give more attention to moderniza- 
tion, to improved planning techniques, to nursing- 
homo shortages, and to Federal aid to the States 
for assisting in operating costs of the Hill-Burton 
programs. 

You were WITH IT when you called attention 
to the need for a Federal assistance program 
which would help resolve our health manpower 
shortages. 

You were WITH IT as an organization when 
you helped call attention to the need for a vigorous 
program aimed at providing more adequate facil- 
ities for the mentally retarded and mentally ill. 



Dr. Craning, an Assistant Surgeon General, it Chief, 
Division of Hospital and Medical Facilities, Public Health 
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You were for these and many other things 
which would give the Nation a real "heads up" 
health facility program. And you were indeed 
WITH IT when you extended yourself to com- 
municate your ideas and help bring into being- 
many of the gains we now have. Now that the 
machinery and wherewithal to put the wheels into 
motion are a reality, are you taking full advantage 
of your vief orics ? Are you WITH IT ? 

In reviewing the activities of the past year, 
wo find that the degree to which State agencies are 
WITH IT varies greatly. We are all aware that 
each State has its own unique set of circum- 
stances which may either hamper or accelerate 
progress. But wherever roadblocks might bo 
found, the challenge to "get with it" becomes the 
greatest. These agencies are finding they must 
extend themselves to new limits in order to affect 
their State's score. 

And speaking of scores, what is our national 
"standing" in relation to the new functions as- 
signed us over the past 2 years? States certainly 
deserve a large measure of credit for the record 
number of "firsts" or "hits" chalked up for fiscal 
1965. 

Briefly, those "firsts" may be enumerated as 
follows : 

First steps were taken in laying the neces- 
sary groundwork preparatory to establishing a grant 
program in fiscal 1966 to aid in modernizing obsolete 
health facilities. 

First matching grants were awarded to 
States under a new program designed to bring about 
coordinated planning of health facilities on a com- 
munitywide basis. 

First grants were awarded for the construc- 
tion of schools of medicine, dentistry, nursing, and 
the other health professions under provisions of the 
Health Professions Educational Assistance Act of 
1963. 

First grants were awarded to university- 
affiliated clinical facilities which train professional 
and technical manpower in caring for the mentally 
retarded. 

First State plans were approved setting 
forth needs for community-based facilities for the 
mentally retarded and comprehensive community 
centers for the mentally ill. 

It was also a memorable and productive year 
in terms of implementing the non-discrimination 
provisions of the Civil Eights Act and regulations 
as they apply to health facilities receiving Federal 



assistance. Headquarters and regional staffs pro- 
vided advice and consultation on compliance to 
State agencies and individual hospitals. In addi- 
tion, Division representatives served on Depart- 
ment teams which investigated complaints con- 
cerning alleged violations. We are well aware 
and are very grateful to many of you for your 
assistance and perseverance in interpreting and, 
if necessary, reinterpret ing policies, procedures, 
and regulations in an effort to achieve the goal 
that there be no discrimination on the basis of race, 
color, or national origin. We are pleased at what 
has been accomplished and are aware of the con- 
tinuing need for your help. 

These are some of the "hits" wo scored during 
the past year. However, as in baseball, there arc 
sure to be some "misses" some "errors." How 
did we measure up ? 

For some this may be a somewhat painful sub- 
ject, but essential to any self-examination, It is 
my understanding that Hill-Burton program per- 
sonnel have traditionally faced their problems. 
This is perhaps one of the chief reasons Hill-Bur- 
ton has continued as a dynamic program for almost 
two decades. 

A year ago when I addressed this conference, I 
spoke of the many opportunities which await us in 
both our old and new programs. In some in- 
stances your authority and responsibility are 
direct. In other cases, you have not been delegated 
an offioial assignment, however, as leaders of health 
matters in your State, your responsibility becomes 
inherent. Here I have reference to your role in 
stimulating interest in project grant programs 
from which your community would benefit. Ex- 
amples are fcho Hill-Burton research and demon- 
stration program, the Health Professions Educa- 
tional Assistance program, and the program to aid 
university- affiliated facilities for the mentally 
retarded. 

Let us examine some of this year's major ac- 
tivities a little more closely to get a more detailed 
scoresheet. We then will have a far better idea as 
to how many of us were truly "WITH IT" were 
sufficiently involved to affect the score. 

Federal Aid to State Agencies 

First, let us look at a matter which touches 
closest to home that of building your own State 
agency staffs. What happened nationally in re- 
gard to State agency authority to utilize 2 percent 
construction funds, or $50,000, whichever was the 
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EACH OF US whether located in a State, 
Territory, regional office, or in "Washington has 
found that during the past year, activities reached 
new heights, covered new ground, and made us feel 
we were in a state of perpetual motion. It is there- 
fore most important that we come together for 
what we sincerely hope will he a refreshing ex- 
perience, Hopefully, we shall have an opportu- 
nity to take a reflective look at where we have been, 
where we are, and where we are heading. 

Are yon FOR IT or WITH IT ? In the vernacular 
of our younger generation, the two terms are far 
from synonymous. 

When I was preparing my remarks for this 
occasion, approximately one-half million people in 
my hometown were looking forward to witness- 
ing their first world series game. Folks who had 
not been able to distinguish a stolen base from a 
forward pass were vying with one another for 
tickets to a major sports event. There was no 
question about it. They were FOR baseball. They 
were FOR the Twins. 

Meanwhile, in a certain "Western citywhose 
name I cannot even recall thousands of people 
were undergoing somewhat the same emotional 
experience. They too were FOR baseball. 

However, in each instance there was a rela- 
tively small squad made up of a manager, a coach, 
and players, who were WITH baseball. They, the 
members of the- teams and their mentors, were 
the only ones who had an opportunity to affect 
the score. 

Scoring or becoming sufficiently involved to 
change the situation is being WITH rr. 

In light of the leadership roles you ail in your 
own sphere of operation, each of you, I am sure, 
has frequently pondered the question of "FOR 
versus WITH." And it is highly likely that you 



reached the same conclusions when you identified 
the characteristics of those wrm a program. 

To be "WITH IT" does not moan you are do- 
ing only what is required to got by. It does not 
mean that you'll permit yourself to become bogged 
clown by routine functions, leaving no timo to meet 
the pressing new problems of today or those which 
are fast approaching. 

To be "WITH IT" connotes vigorous action jus 
opposed to merely an assenting nod. It implies 
the ability to extend one's self abovo and beyond 
the bare essentials required of an assignment. 

Since the early days of Hill-Burton, this typo 
of forum has been used to let it be known what 
you were FOR as well as WITH. And, I might add, 
you were WITH IT when you let, your ideas be 
known . . . when you called attention to the 
need for a more up-to-date Hill -Burton program 
which would give more attention to modernim- 
tion, to improved planning techniques, lo nursing 
home shortages, and to Federal aid to tho States 
for assisting in operating costs of the Hill-Burton 
programs. 

You were WITH IT when you called attention 
to the need for a Federal assistance program 
which would help resolve our health manpower 
shortages. 

You were WITH IT as an organization when 
you helped call attention to the need for a vigorous 
program aimed at providing more adequate facil- 
ities for the mentally retarded and mentally ill. 



Dr. Graning, an Assistant Surgeon General, is Chiej, 
Dwston of Hospital and Medical Facilities, Public Health 
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You were for these and many other things 
which would give (ho Nation a real "heads up" 
health facility program. And you were indeed 
WITH IT when you extended yourself to com- 
municate, your ideas and help bring into being- 
many of the gains we now ha-ve. Now that the 
machinery and wherewithal to put the wheels into 
motion are a reality, are you taking full advantage 
of your victories ? Are you WITH IT? 

In reviewing the activities of the past year, 
we find that the degree to which State agencies lire 
WITH IT varies greatly. We are all aware that 
each State has its own unique set of circum- 
stances which may either hamper or accelerate 
progress. But wherever roadblocks might be 
found, the challenge to "get with it" becomes the 
greatest. These- agencies are finding they must 
extend themselves to new limits in order to affect 
their State's score. 

And speaking of scores, what is our national 
"standing" in relation to the new functions as- 
signed us over the past 2 years? States certainly 
deserve a large measure of credit for the record 
number of "firsts" or "hits" chalked up for fiscal 
1965. 

Briefly, those "firsts" may bo enumerated as 
follows : 

First steps were taken in laying the neces- 
sary groundwork preparatory to establishing a grant 
program in fiscal 1966 to aid in modernizing obsolete 
health facilities. 

First matching grants were awarded to 
States under a new program designed to bring about 
coordinated planning of health facilities on a com- 
munitywide basis. 

First grants were awarded for the construc- 
tion of schools of medicine, dentistry, nursing, and 
the other health professions under provisions of the 
Health Professions Educational Assistance Act of 
1963. 

First grants were awarded to university- 
affiliated clinical facilities which train professional 
and technical manpower in caring for the mentally 
retarded. 

First State plans were approved setting 
forth needs for community-based facilities for the 
mentally retarded and comprehensive community 
centers for the mentally ill. 

It was also a memorable and productive year 
in terms of implementing the nondiscrimination 
provisions of the Civil Rights Act and regulations 
as they apply to health facilities receiving Federal 



assistance. Headquarters and regional staffs pro- 
vided advice and consultation on compliance to 
State agencies and individual hospitals. In addi- 
tion, Division representatives served on Depart- 
ment teams which investigated complaints con- 
cerning alleged violations. We are well aware 
and are very grateful to many of you for your 
assistance and perseverance in interpreting and, 
if necessary, reinterpreting policies, procedures, 
and regulations in an effort to achieve the goal 
that there be no discrimination on the basis of race, 
color, or national origin. We are pleased at what 
has been accomplished and are aware of the con- 
tinuing need for your help. 

These are some of the "hits" wo scored during 
the past year. However, as in baseball, there are 
sure to be some "misses" some "errors." How 
did we measure up ? 

For some this may bo a somewhat painful sub- 
ject, but essential to any self-examination. It is 
my understanding that Hill-Burton program per- 
sonnel have traditionally faced their problems. 
This is perhaps one of the chief reasons Hill-Bur- 
ton has continued as a dynamic program for almost 
two decades. 

A year ago when I addressed this conference, I 
spoke of the many opportunities which await us in 
both our old and now programs. In some in- 
stances your authority and responsibility are 
direct. In other cases, you have not been delegated 
an official assignment, however, as leaders of health 
matters in your State, your responsibility becomes 
inherent, Here I have reference to your role in 
stimulating interest in project grant programs 
from, which your community would benefit. Ex- 
amples are the Hill-Burton research and demon- 
stration program, the Health Professions Educa- 
tional Assistance program, and the program to aid 
university-affiliated facilities for the mentally 
retarded. 

Lot us examine some of this year's major ac- 
tivities a little more closely to get a. more detailed 
scoresheet. We then will have a far better idea as 
to how many of us were truly "WITH IT" were 
sufficiently involved io affect the score, 

federal Aid to State Agencies 



First, let us look at a matte' 1 
closest to home that of building 
agency staffs. What happened 
gard to State ageney authority tc 
construction funds, or $50,000, w 
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lesser, for meeting administrative costs of the 
program? 

As you know, the 1964 Hill-Harris amend- 
ments mad& it possible for States to apply for 
Federal funds which would help carry out 
program leadership responsibilities. However, in 
order to qualify, it was necessary that each State 
provide operating funds which would at least equal 
those of the previous year. 

The box score for fiscal 1965 looks something 
like this: 

40 States requested funds. 

14 States and territories did not. 

Federal funds requested amounted to ap- 
proximately $915,000. 

This, when added to State-level expenditures of 
about $2 million, represented a 50-percent increase 
in the total budget for the 40 States involved. 
Actual expenditures were $2.4 million or a net 
increase of 20 percent. 

Although cold statistics do not always tell the 
complete story, they do bring many questions to 
mind. 

What happened in the States and territories 
which did not seek additional operating funds? 
Were they able to efficiently carry out all of their 
old functions and at the same time implement all 
the new programs? 

And what happened in those States where 
proposed budgets far exceeded their expenditures ? 
Was it because of manpower recruitment problems 
which all of us have and are experiencing? Or 
were other obstacles involved obstacles which 
possibly might have been overcome if more mem- 
bers of the "team" were truly WITH IT. 

Arenmde Planning Grants 

Next, let's move to item number 2 areawide 
planning. How many State agencies are giving 
sufficient attention to advancing this concept? 
How many States received grants during the past 
year? 

The scoresheet reads as follows : 

17 State agencies became eligible to receive 
grants totaling nearly $1.9 million. This 
will assist 33 planning agencies. For- 
merly under the Hill-Burton research 
demonstration program, 38 grants total- 
ing $3,2 million were made to areawide 
planning agencies in various States. 



3 additional States have projects pending. 

14 additional States and the District o-f 
Columbia are developing projects. 

16 States have yet to be heard from. 

This audience certainly doesn't need to be sold 
on the values of areawide planning. Many of you 
here were among the first to advance this concept* 
There is need for communicating its merits to 
additional communities. 

It was indeed surprising for me to learn re- 
cently that there are about 50 metropolitan areas 
with a population of 250,000 or more without an 
organized health facility planning agency. Four 
of these areas have a population of 1 million or 
more; 11 have 500,000 to 1 million; and 34 have 
from 250,000 to 500,000. 

We would suggest that States in which theso 
areas are located take positive steps to promote* 
formation of new health facility planning coun- 
cils, giving top priority to the larger areas. Spe- 
cifically, it might be a good idea to enlist the aid oi: 
your State hospital associations and medical socie- 
ties in this effort. As you know, both the Amer- 
ican Hospital Association and the American 
Medical Association have strongly supported area- 
wide planning. 

There are substantial grant funds, to help. 
How does your State score? 

State Advisory Councils 

Next, let us turn to item number 3 State ad- 
visory councils. How many States have recon- 
stituted the membership of their councils as re- 
quired by our 1964 amendments? 

At the time the law was enacted requiring that 
at least 50 percent of the membership of the coun- 
cil be comprised of consumers, only one State was 
already in compliance and five only required a 
shifting of memberships to conform. What has 
happened in the other States ? 

The box score adds up as follows : 

5 councils changed by Executive order of 
the Governor. 

11 States enacted new legislation changing 
their councils' composition. 

31 States submitted letters of intent indicat- 
ing that State legislation is expected 
to be enacted this year. 

1 territory has yet to advise. 



It appears that State agencies have done all 
that is possible so far in regard to this matter. It 
is during the current year that most of the States 
31 of them will have to follow through in regard 
to achieving the needed legislative change. 

Mental Retardation Program 

Item number 4 relates to mental retardation. 
What has happened to date with regard to the 
two programs which provide grants for the con- 
struction, of facilities for the mentally retarded? 
Under one program, tho Division awards project 
grants directly to university-affiliated facilities 
for the mentally retarded. Sponsors of such 
facilities have as a primary goal the training of 
persons who will work with the mentally retarded. 
In the other program, formula grants are awarded 
to the States which in turn provide grants-m- 
aid for the construction of community-based 
facilities. 

First, let us review the progress made in the 
university-affiliated program in which your in- 
volvement is indirect rather than direct. 



5 grants totaling 
made. 



5,086,560 have been 



2 were in Massachusetts, and 1 each in 
California, Maryland, and the District of 
Columbia. 

1 grant for a project in another State has 
been approved but not funded. 

Schools in 17 additional States and 1 terri- 
tory have been in contact with our office 
concerning the establishment of such 
facilities. 

In other words, about half the States have 
not been heard from. I am aware that many States 
will have no need for such a facility. I do recom- 
mend, however, that you examine your own State's 
particular need in this regard. Wherever war- 
ranted, prospective sponsors should be advised of 
the need for trained personnel and the opportuni- 
ties to receive Federal assistance. 

As for the formula grant program for con- 
structing community-based facilities, we are hope- 
ful that this year's activities will make up for what 
has been a late start. At last count, 31 'States had 
submitted plans for approval or preliminary re- 
view. Of this number, 7 have been approved ; 15 
are in various stages of approval ; and 9 are under- 



going preliminary review. The allotments to the 
31 States cover approximately two-thirds of the 
Federal funds appropriated for fiscal 1965. 
Is your State in the scoring column? 

Health Professions Educational Assistance Program 

Item number 5 is the Health Professions Edu- 
cational Assistance Program, Legislation re- 
cently passed by the Congress and currently 
awaiting the President's signature would extend 
the 1963 law for 3 years and broaden its provisions. 

What has happened to date under this 
program ? 

In brief, we mid 

$127 million in Federal grants have been 
awarded to date. 

These grants went to 58 schools and 2 
teaching hospitals located in 31 States 
and the District of Columbia. 

Applications are pending from 20 schools 
and 1 teaching hospital in 17 States and 
1 territory. Three of these States and 
the one territory have not had previously 
approved projects, In addition, among 
the many letters of intent that we have 
received, schools in four additional States 
have been heard from. 

Thus, 38 States, tho District of Columbia, and 
1 territory have either been awarded grants, have 
applications pending, or have expressed interest 
in building. 

And so we find that about three-quarters of 
our States have made a showing so far. As for 
the remaining quarter of the Nation, let us hope 
that the State agencies have begun to generate 
interest and that the fruits of their labors will be 
known in the next year or so. However, if this 
is an area which has been neglected, let's GET WITH 
IT. Help your community score. In view of the 
great health manpower shortages being experi- 
enced throughout the Nation, this is certainly one 
program in which we should be batting 1,000. 

Preventive Health Services 

Item number 6 is an area in which I have had 
a particular interest since the beginning of my 
career in public health. I have reference to the 



need for a more vigorous effort to make available 
to nil of our people more comprehensive preven- 
tive health services. Such services would be pro- 
vided not only in public health centers but in hos- 
pitals as well, 

"When I addrer-sed this group in Kansas City 
in 1003, I urged that we encourage hospitals to 
give as much attention to preventive health oppor- 
tunities as to curative and rehabilitative services. 
After 2 years of experience in this program, I 
would like to ueemphasize my initial plea. 

In this connection, I would like to share with 
you one of the most interesting observations that 
was made during my recent tour of Russia. Last 
summer I spent 3 weeks as part of a five-member 
delegation of American physicians visiting hos- 
pitals and other health facilities in the Soviet 
Union. When we visited f heee hospitals we found 
that few patients appeared to be very sick. We 
observed this repeatedly in every hospital we vis- 
ited, and we began to wonder where the really sick 
patients were kept. This question was filially 
asked, and we were told that few patients suffer 
from serious illnesses since disease prevention is 
given major emphasis in the many polyclinics dis- 
tributed throughout each city. Under what they 
call "rlispensarization," patients are scheduled at 
specific stated intervals for followup examinations 
on any condition noted. They are excused from 
work for this purpose and apparently honor the 
appointments without fail. The Russians place 
great stress on their polyclinic program. 

The efforts being made to encourage preven- 
tive medicine in this country vary greatly among 
our States. Some have done a most creditable job 
in mustering up sufficient community support to 
make it possible to build public health centers in 
their States. On the other hand, there are a few 
States which still do not have a single acceptable 
public health center! 

How does your State score? I have on oc- 
casion speculated on what would have happened if 
no Hill-Burton support had been given unless a 
community had already or would concurrently 
provide for preventive medicine services by an ade- 
quate stuff. 

Consultation Services 

"My seventh and final item covers a wide as- 
sortment of thoughts which might best be brought 
together under one Lending the consultative role 
of Hill-Burton agencies. 



When you consult with hospitals concerning 
their construction plans, what items do yon call to 
their attention? Bo you consider such vital mat- 
ters as optimum utilization and how it might best 
be achieved? Do yon discuss ways of cutting 
down on operating costs through participation in 
shaved services? Do you encourage hospitals to 
carry on administrative research and demonstra- 
tion projects for which they may be eligible to re- 
ceive Hill-Burton grants ? 

The need for responsible research and con- 
trolled evaluation of new procedures, techniques, 
and equipment was recently given special atten- 
tion in an address by Dr. Philip Bonnet, president 
of the American Hospital Association. Speaking 
at the annual meeting of the American Hospital 
Association in San Francisco, Dr. Bonnet cau- 
tioned against engaging in "fashionable and ex- 
pensive rivalry for having- Hie newest thing or try- 
ing out the latest, idea if their values liave not ycst 
been established." Dr. Bonnet, made (.he follow- 
ing observation, and I quote : 

"The amount of 'fetching and carrying* 
which still exists in hospitals is far too 
much. What is needed is not new gadgets 
or mechanization as such, but a new concept 
of hospital service with a clear, hierarchy of 
values and priorities which will permit and 
encourage the design of now, more effective, 
more comfortable, and more convenient 
hospitals." 

As for consultation provided by our own head- 
quarters staff, I am pleased to report that we have 
broadened our services considerably and expect to 
continue in this direction. In coming months wo 
will initiate the provision of consultant services in- 
volving several disciplines. 

To initiate this program we have assigned a 
nurse consultant to servo the New York and Bos- 
ton regions and another nurse to serve the Chicago 
and Kansas City regional offices. We are for- 
tunate in having been able to recruit two competent 
and personable nurses who are skilled in hospital 
operations. They have been given orientation to 
program objectives and we believe that those of 
you who are served by the Boston, New York, Chi- 
cago, and Kansas City offices will find them 
helpful. 

It is not news to say that we have not been 
able to get first-hand reports about operational 
problems and successes that have stemmed from 
the design of hospital facilities. As in the case oJf 
moving into a new house, it is not until one lives in 



it that he becomes aware of what changes in design 
would have made the home more liveable. We 
propose that one of the initial contributions of 
these consultants will be to visit facilities that have 
been built within the past 3 to 6 years and invite 
comments on what, if any, features have been par- 
ticularly helpful and what could possibly have 
been improved. Such information will be shared 
with the State agencies concerned, with the re- 
gional office staffs, and with our headquarters staff 
in Silver Spring, We anticipate that during the 
course of such visits there may be opportunities 
to share information about other consultative as- 
sistance that is available upon request and to indi- 
cate the availability of guide materials if this is 
indicated. 

You will be pleased, as tiro we, to know that 
we now have two staff members who are thor- 
oughly conversant with environmental health 
problems. Other personnel are considering the 
best ways to be helpful in, among other things, 
such matters as systems design and use of 
computers. 

Are you making the most of your leadership 
post by maintaining a free flow of communication 
with health facility planners, hospitals, and the 
public at largo? 

Members of onr professional staff working in- 
dependently, with others, or with ad hoc groups 
prepare publications which cover a variety of sub- 
jects ranging from hospital administration to de- 
sign and equipment. These publications have been 
widely used throughout this Nation and in many 
foreign countries. And on occasion we are ad- 
vised that translations havo boon made into for- 
eign tongues. As State Hill-Burton authorities 
and program direcl ors, you hold a key spot in your 
community to make these materials available 
wherever they might be needed. 

Before leaving the subject of consultation, 
there is one area in which little work has been 
done which should be given special consideration. 
I have reference to the maximum utilization of hos- 
pitals as a learning experience for patients. Al- 
though being hospitalized is but an incident in the 
life of an individual, it can and should be made 
an experience which will bring him many health 
benefits in years to como. Every opportunity 
should be provided the patient to be aware of both 
bis health limitations and potential since the hos- 
pital provides an excellent environment for educa- 
tion in recommended health practices. Unfortu- 
nately, few hospitals will be able to engage the 



services of professional health educators. As a re- 
sult, patient education which is most essential is 
seldom put into practice. This is especially true 
of the average community hospital. Institutions 
affiliated with medical schools have a better record. 
Slightly less than half of these have active pro- 
grams in patient education on an outpatient basis; 
however, such programs are usually not function- 
ing with respect to iupatients. The patient edu- 
cation that does exist steins primarily from the in- 
terest of the physician and the nurse, with 
occasional assistance from the medical social 
worker. "We do not deride or minimize their eff- 
orts. Rather, wo wish to see them supplemented. 
Thus, I would suggest that thought be given to Ihe 
establishment of education activities as an integral 
part of the program of many hospital voluntary 
service groups. The practical value of the volun- 
teer in the hospital is well recognized. The volun- 
teer program, properly organized, certainly lends 
itself to expansion to include the provision of edu- 
cation on a scale commensurate with the experi- 
ence, education, and on- the- job training of care- 
fully selected volunteers. 

In this connection, I would suggest that 
hospitals would do well to think about creating 
educational auxiliaries. In establishing such aux- 
iliaries, it would be wise to seek the aid of school 
teachers particularly those in the science field 
who in most communities would welcome the op- 
portunity to bo of service. Ten to 15 teachers per 
100 beds would bo a good nucleus. 

After the educational auxiliaries become 
familiar with hospitals, there are two ways in 
which they might best, serve : 

First, by assisting in patient education. For 
example, a diabetic would be taught how to man- 
age his diet and a heart patient would be instructed 
as to his proper diet, exercise, rest requirements, 
and other matters. 

Second, by alerting young people as to oppor- 
tunities which await them in paramedical fields. 
Examples of positions for which there is an ever- 
growing demand include laboratory technicians, 
nurses, social workers, and dietitians. 

The wide variety of subjects I have touched on 
under the general heading of "consultation serv- 
ices" merely suggests some of the many areas yet 
to bo explored and developed. Are you turning 
your thoughts to some of these newer areas and 
making them known? Are you able to affect the 
score? 

In conclusion, I would like to make this final 



observation on what might be considered a pano- 
ramic view of our collective "hits'' and "misses." 
Although the use of a dissecting microscope is 
essential when appraising one's batting average, it 
takes a telescopic view to give the appreciation of 
program significance which is so essential if we 
are to have the energy and the drive, to carry 
through in spite of obstacles. We could not possi- 
bly be functioning in a more exciting period as far 
as health programs are concerned. Everyone 
seems to show some willingness to help us succeed. 
To be sure, at times the view may be distorted or 
somewhat dim, but an awareness of the general 



nature of what is on the horizon is essential If wo 
are to score in providing the besL medical care pos- 
sible for the people of our Nation. 

And, finally, this little verso which perhaps, in 
essence, captures the spirit, of my remarks : 

A lamp spreads no light 

till you've lit it, 
A ~ball makes no score 

till yoifve hit it, 
So if you've a problem caul 

realty must lick it, 
Success 'Will be yows 

if yoitll only GET WITH IT! 




Margaret B. DuBois, M.D. 



CONSIDERABLE TIME 1ms passed since 
our first discussion of proposed new State plan- 
ning methods and procedures lor the Hill-Burton 
program. Frequent and long committee sessions 
were held, and a vast amount of staff work has 
gone into testing proposals using actual figures 
from a considerable number of State plans. Now 
all of this lias gelled into regulations and State 
plan forms, and the first few State plans prepared 
under the new procedures have been submitted. 

There are a number of changes. Some of 
these are designed to meet the requirements of the 
1964 Hill-Harris amendments to the Hill-Burton 
legislation ; some are the result of recommenda- 
tions made by the Ad Hoc Committee to Review 
Hill-Burton Regulations, Policies, and Procedures. 

Major changes for most States encompass (1) 
the use of standardized, uniform forms; (2) 
methods of counting beds; (3) methods of evaluat- 
ing physical plants; and (4) methods of deter- 
mining bed needs. 

Although I am supposed to talk only about de- 
termination of bed need today, I hope you will for- 
give me if I say a few words about (he other three 
changes first. 



UNIFORM STATE PLAN FORMS 

Uniformity of State plan forms was a feature 
of the Hill-Burton program in its early days. 
By degrees, it became evident that those forms did 
not supply all the information needed for good 
planning, so State agencies were permitted even 
encouraged to devise new forms. About 50 per- 
cent of the States did this ; others used the standard 
forms and provided additional information, This 



inventiveness was good ; most of the features in the 
new forms are the result of State agency ideas. 

Although the new forms are required, the 
door is still left open ; State agencies may provide 
information in, or on, any form they wish to de- 
vise, in addition to the twiform fortns provided. 



COUNTING BEDS 

The necessity for uniformity in the counting 
of existing beds was emphasized by the inaugura- 
tion of the modernization program. Prior to this, 
bed need had never been a factor in the formula 
for determining allocation of funds to the several 
States. In the modernization program, it is a 
factor. In the past, the Public Health Service 
staff had been adding not apples and oranges, 
which do have some similarities, but grapes and 
watermelons. This had less importance then in re- 
ports to Congressional committees and the Bureau 
of the Budget than it will have now, when funds 
are allocated, in part, on the basis of need in terms 
of the count of nonconf orming beds. 

For this reason, uniformity in the method of 
counting beds is very important. The Public 
Health Service will welcome any suggestions for 
improving the established method as long as the 
principle of uniformity is observed. This is in 
compliance with the Act, section 603(d), which 
specifies that the Surgeon General shall by general 
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regulations prescribe "criteria for determining the 
extent to \vhich existing facilities, for which aid 
under this part is available, are in need of 
modernization." 



PLANT EVALUATION 

The next innovation the new plant evalua- 
tion procedures is also a direct effort to comply 
with the same section of the Act. The only pre- 
vious Public Health Service criterion for unsuit- 
ability or nonconformity, as we now call it was 
public hazard. Many State agencies, over the 
years, had developed criteria of their own, with 
wide variations. Although this is strictly an eval- 
uation of the physical plant, several States had 
introduced factors related only to operation. 
Using such criteria, we might find ourselves re- 
placing a building with public funds because it 
was inadequately staffed! I might add that I 
doa't believe this ever actually happened or could 
have happened ! 

There is flexibility here, however. The uni- 
form Federal standards must be applied pri- 
marily to find means of uniformly measuring 
modernization needs but State agencies may 
adopt more comprehensive or more stringent 
standards which may be used only in determining 
need within the State. The State plan forms 
make provision for separate reporting of beds 
which are nonconforming by State standards. 
Such standards must apply only to the physical 
plant and must be approved by the Public Health 
Service before being used in the State plan. 

DETERMINING BED NEED 

Now we come to the reason that I am here, 
according to the title of my talk determination of 
bed need. The new procedures were set up to 
comply with Section 603 (c) of the Act which states 
that "the Surgeon General . . . shall by general 
regulations prescribe . . . criteria for determin- 
ing bed needs for general hospitals and long-term 
care beds . . ." 

Most of us here today remember the early days 
of Hill-Burton when we had a ceiling of 4.5 gen- 
eral hospital beds per thousand population for the 
State as a whole, and used a varied bed/popula- 
tion ratio for different types of hospital service 
areas. As the years went by and State agency 
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staffs began to recog-nize the tremendous responsi- 
bility they had taken on in planning health facili- 
ties for their States, it became apparent that the 
bed/population ratio did not always provide the 
right answer. The Public Health Service agreed 
and made it possible for the State agencies lo ex- 
periment with methods of determining bed needs. 
About 50 percent of the States abandoned the 
bed/population ratios and developed a wide vari- 
ety of more sophisticated planning- methods. 

Here again, State agencies liave given leader- 
ship by applying actual experience in their proce- 
dures for determining general hospital bed need. 

So the Committee, in its deliberations, adopted 
utilization experience as the first essential factor to 
be incorporated in any method used. 

Consideration was given, next to timing. Any 
major general hospital project consumes from 
three to five years during the period from initial 
discussion to the opening for admission of patients. 
Yet, in the past, wo were programing on data ill- 
ready a year old! A few State agencies had al- 
ready ventured into projections. It was learned 
that population projections could he obtained imd 
supplied to the States, so a 5-year projected popu- 
lation became the second factor adopted by the 
Committee. 

Occupancy rates have been the subject of much 
discussion lately, with talk of (ho cost of empty 
beds. It is understood, of course, that hospitals, 
unlike industry, cannot schedule daily production 
at 100 percent of capacity. If they scheduled elec- 
tive admissions on that basis, there would he no 
room for emergency admissions. Further, ifc is 
not even possible to predict the length of stay oJ: 
an elective admission. No one can look a(. a diag- 
nosis and determine how many days the case will 
remain in the hospital, because patients are not 
cases they tire people. Different people reaot 
differently to an identical situation. 

So a desirable occupancy rate was decided 
upon as the third factor. Since the national aver- 
age at that time was about 76 percent, an overall 
occupancy rate of 80 percent was adopted. Eec- 
ognizing that rural areas with very small hospi- 
tals could not reasonably be expected to maintain 
80 percent occupancy, a factor was introduced 
which allows for lower occupancy rates in such 
areas. 

The decision to determine need by area in- 
stead of by individual hospital was reached after 
considerable discussion. The basis for the deci- 
sion was the need to discourage small hospitals in 



multihospital urban communities. This is prov- 
ing to bo a real hardship in some metropolitan 
areas whore several small, substandard hospitals 
are operating at low occupancy while the larger, 
bettor opera! ed hospitals are overcrowded. It is 
time, however, that some steps be taken to cope with 
tills problem. I am sure the authors and subse- 
quent sponsors of this program are as much in- 
terested in seeing good care provided as in building 
new facilities. 

There is no doubt that, in some instances, these 
small facilities will be good, well-administered hos- 
pitals. Their low occupancy is due to their inabil- 
ity to offer the range of services provided in larger 
hospitals. Tightening of liconsnre laws and pro- 
cedures would not help in this situation. This 
should provide good justification for an upward 
adjustment of bed need in such a metropolitan area, 
if it is supported by continuing efforts by the State 
agency to persuade these small hospitals to com- 
bine, to convert to another category of health serv- 
ice, or to close. 

The Formula 

The formula for determining general hospital 
bed need, as set forth in the regulations, incorpo- 
rates utilisation experience, 5-year population pro- 
jection, and a sliding scale desirable occupancy 
factor. It is to be applied to areas, nob individual 
hospitals. 

This formula, however, is designed first 
merely as an example of how I he various required 
factors may be combined to determine need, and 
second, to make life easier for the State agencies 
who find it works. Any State agency, however, 
may devise its own formula, provided it incorpo- 
rates, as a, minimum, these three factors, and is ap- 
proved by the Public Health Service "before it is 
med in the State plan. 

Whether a State agency elects to use the form- 
ula in the regulations or its own formula, there is 
additional flexibility permitted. Bed need, as de- 
termined by whatever method is chosen, may be 
adjusted in individual areas in which an unusual 
situation exists, such as the one just described. 
This adjustment may be upward or downward, 
but it must bo clearly justified in a narrative de- 
scription of the area. 

Several proposed formulas have been submit- 
ted to date. Of these, three have been approved 
and others are under consideration. 



One of the approved formulas is based on cal- 
culating current bed need by the formula in the 
regulations, but applying a minimum use rate of 
fiOO patient-days per thousand current population 
for areas with little or no experience. To this 
bed need is added the beds needed to provide 500 
patient-days per 1,000 estimated 5-year population 
increase. 

The second approved formula projects aver- 
age daily census for 5 years, adjusts this by a fac- 
tor for 5-year population change, and applies the 
square-root formula, modified to level off at 80 
percent occupancy. In this formula, need is cal- 
culated by individual hospital. Permission for 
this was granted with the requirement that pro- 
graming in the State plan must be done by indi- 
vidual hospitals. 

The third formula, approved this week, is the 
Public Health Service formula using a S-year 
projection of use rate. 

Projection of use rate for 1 year is permitted 
in tho Public Health Service Health Grants Man- 
ual, Part 23-2. There is some feeling that this is 
too restrictive, so projection up to 5 years will ho 
considered if a statistically sound method of pro- 
jection is submitted with the formula. 

Determining Need for Each Hospital 

Determination of bed need for each individual 
hospital, if desired, may be submitted for ap- 
proval. This may be done by tho Public Health 
Service formula. The procedure would involve 
calculating tho use rate for each hospital, using 
tho current area population, and projecting it by 
the 5-year projected area population. If need is 
determined by the individual hospital, the State 
plan must show programed beds for each hospital. 
This procedure which is not recommended has 
little advantage beyond showing the actual num- 
ber of beds needed by each hospital, It must be 
justified to be approved, and the State agency 
should remember that it will lead to programing 
more additional beds in the small hospitals than 
in the larger ones, 

Some States in the past have made a habit 
of setting up a vei-y tight program, then amending 
the State plan when a good project comes along. 
Such amendments may increase the number of beds 
needed, or decrease the number of existing con- 
forming beds in an area, or both, with a resulting 
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dramatic change in priority. In situations like 
this, the State plan hay no meaning. The plan 
mtc>t be accepted as a true reflection of the exist- 
ing situation and a reasonable program to meet 
needs. Such amendments will be approved only 
when there is a radical change in conditions within 
Ihe area, which change can be and is adequately 
described in narrative form. 



Long-Term Care Facilities 

In determining bed need for long-term care 
facilities, even greater flexibility is permitted. If 
yon have studied the August amendments to the 
regulations, you will know that State agencies are 
itpffed to make adjustments in the need as calcu- 
lated by the formula. In many Slates, it is recog- 



nized that statistics from long-term cure facilities 
are not too reliable. Further, the unmet need rep- 
resented by persons who need, but have not been 
able to use, such facilities is practically unknown. 

Adjustments may be made for individual 
areas, or overall for the whole category, or bolli. 
Adjustments for an area must bo justified in Uio 
area narrative ; generalized adjustment must bo de- 
scribed in the chapter on general operating 
policies, 

In conclusion, I should like (o say that wo will 
welcome any consf ructive suggestions for improve- 
ment in the format and methods of preparing- the 
State plan. Any such suggestions, if consist out 
with (he requirements of the act, will most, cer- 
tainly l)o given very careful consideration. Wo 
hope you understand our objectives because wo 
need your help to achieve them. 
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MY REMARKS TODAY will relate to the 
general problem of where healfh facilities fit into 
the total medical care complex, some of the major 
problems we will face in the coming years, and 
some of (he attempts being made to determine the 
future pattern we would like to develop. Several 
very significant factors should be recognized at 
the outset. 

First of all, our medical care system, as we see 
it today, grew up in response lo a need for health 
services. That need has been changing and now it 
is changing with extreme rapidity and thorough- 
ness. It is no longer an acute disease problem. 
It is no longer a curative medical problem. It is 
largely rehabilitation, limitation of disability for 
the aged, finding causes of disease, and getting 
people to live in a certain way so that they do not 
develop chronic diseases in later life. 

For this, our present medical care system is 
not well oriented and there are obviously, 1 here- 
fore, needs for major adaptations for the system. 
We cannot erase this system. If we had it to do 
over, I dare say wo would end up with something 
quite different from what we now have. It is, of 
course, impossible to do this, so we look to the 
system to develop that flexibility of approach and 
that attention to those needs which will lead to a 
program in the future. 

Now I have given you the substance of my 
whole talk. Anything else I say will merely try 
to explain it. 

JOUR STAGES OF DISEASE 

I must begin by talking about epidemiology. 
We have found it convenient in discussions like 
this to divide the natural history of disease into 
four stages. By "natural history of disease," I 



mean what happens with a given disease in a given 
patient, including the entire progress of the dis- 
ease, all the many ways it develops in that patient, 
the period before it develops until long after it has 
ceased, and its effect upon the patient. By "effect," 
I mean to include all of the short- and long-range 
effects. 

first Stage 

The first of those stages of disease is that pe- 
riod before the disease begins, the prepathogenic 
phase. In this period the important factors are 
those which make an individual more or less sus- 
ceptible to a disease the kinds of cigarettes he 
smokes and the amount, the kinds of ice cream he 
eats and the amount, his hereditary pattern, his 
occupation, many of his other health habits, 
whether he is immunized or not, whether ho has 
routine medical examinations or not all of the 
things that put a patient in a higher or lower cate- 
gory with reference to the risk of getting a specific 
disease. It is interesting that in our present 
health programs and present health status in the 
country, we are doing a relatively miserable job of 
considering these factors. 

Because we are interested in that need and the 
goals wo have for public health in this country, we 
cannot just sit back and pat ourselves on the back 
for having conquered typhoid, diphtheria, and 
smallpox. These are not our problems today. 
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But look at the 20 leading causes of death today. 
We are able to demonstrate our ability to effect a 
major impact against very few. If you consider 
what could be done about them, you will see that 
we are not doing those things related to the re- 
moval of risk factors. You will see that we have 
a big void in this field in our present medical caro 
structure. It cannot bo shown that we have come 
to grips with this problem. 

The converse of the story is that the individ- 
ual citizen is not very much interested during (ho 
prepathogenic phase. He feels no pain during 
this period. He can read many adverliscmenls 
telling him to avoid this and I hat, but he 1ms little 
motivation. He feels that no immediate medical 
payoff exists to motivate him to change his habits; 
therefore, it is close to a complete void. The indi- 
vidual hospital or department that wishes to enter 
this field has a wide open territory that has been 
relatively unexplored. 

Second Stage 

The second stage of disease relates to pathol- 
ogy subject to early detection. During this period 
the disease process has begun, but the patient is not 
aware of it. You can, however, find the existence 
of disease by doing various detection tests. Hero, 
too, the priority given by our citizens is extremely 
low. People do not feel pain. They do not see 
the need to take time off from work, to travel long 
distances, to wait in clinics or the private physi- 
cian's office to receive this medical caro. Some of 
it is painful. Payoff, again, is far removed from 
the difficulty of seeking caro during this stago of 
disease. 

Surprisingly enough, this low priority is also 
the rule on the part of medical care institutions. 
The hospitals give stage two medicine short shrift 
in most cases, and I know no hospital that does as 
complete a job as could be done. In Now York 
City, whero we have given much attention to this, 
we are still finding less than one-fortieth of our 
unknown diabetics who are walking the streets. 
Less than one-fiftieth of the annual crop of un- 
known cases of carcinoma of the cervix are being 
detected. And we are still finding only one out of 
each two cases of infectious tuberculosis in spite 
of the fact that we have one of the most extensive 
and far-flung tuberculosis casefinding programs 
in the country. 

There is a wide-open field here. Your hos- 
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pitals are full of patients who have other diseases 
which are not being delected, 

Third Stage 

Stage Ihrcn Is (1m clinical plume. This is 
whon the patient IWH accepted the- fact that he is 
ill. Ho goes to the doctor and says, "I have, pain, 
I want help." At, thin wUgo American medicine 
has been at i(s bout, because people have nhvnys 
given Ibis high priority. When they aro nick, 
they have demanded care. We get into (lie trap, 
however, of equating need mid demand. Need, 
tis such, requires a mow Hc.ioniilir, degree of meas- 
urement than merely the fact (hat llm patient 
demands it. Hut even in singe I bree, clinical mod- 
ioino, dinieullies exist. We fragment (he human 
being and the human family into our many -spe- 
cialties. We wnd him lo one place for mental 
health, wo send him lo another place for bin liver, 
another for his heart and kidney. 

The accent in Urn third nla#o of medicine, is 
on biologic cure, however, in most of (he chronic 
diseases -whioh are major causes of doalh today, 
wo have no biologic euro. 

fourth Stage 

The fourth stage is that in which we have 
given up the hope of biologic cure mid recognize 
that the disease is chronic. Here we hope for a 
different payoff. Wo have side care, nnd we have 
social caro which consists of disability limitation 
and rehabilitation, Whereas (he individual may 
wish to give priority to this becnuse of Iii.s aches 
and pains, he finds it di/Hcult to elicit au adequate 
rosponso from treatment, instifution.s. Those- aro 
the kinds ol people we are ronmrkalily skillful at 
keeping out of hospitals. These lire, (ho kind* of 
people who end up in our nursing homes, and 
since tho hoped for result is nonmodieul, merely 
social, it is difficult to got, doc-lors interested in this 
because they can't UHO their familiar medical 
techniques. 



Theso four stages of disease can bo taken in 
one package. In my opinion, public, health, pre- 
ventive medicine, and medical cam aro all one. 
Any distinctions wo make in theso three terms in 
our lectures to students aro purely transitional, 
reflecting the fact that wo have not made mifUcient, 
medical caro progress. If wo had a truly ade- 
quate medical caro program, they would nil be tho 



same. In effect, medical care, public health, and 
preventive medh'ine equally involve anything any- 
one can do (o interrupt the natural history of 
disease in J'avor of the patient. That could con- 
sist of building hospitals, or of immunization, sur- 
gery, or health education. The fact that a doctor 
is not always the best person to do each aspect of 
this has disturbed doctors greatly. The major 
objective must bo to meet the Nation's health needs. 
I don't see why we should reform this goal just 
because a given profession finds it difficult some- 
times to broaden its aspects and responsibilities. 
I feel that the medical profession will overcome 
this difficulty and that trends are being developed 
in this Nation to show us that it can be done. All 
of us who are in a position to do so should help. 

THE "CUT-FINGER" EMERGENCY 

Let me toll you a little story. 

Let's imagine a woman who comes to the 
emergency room of the general hospital at 3 a.m. 
with a cut finger, bleeding profusely, with a hand- 
kerchief wrapped around it. She is seen in a 
relatively short time by an intern. He washes the 
finger with antiseptics, drapes the lesion, sutures 
it, and bandages it. He then tells her to return in 
about 7 days to have the stitches removed. 

This is an example of high-quality medical 
care in 1905. I hope by 1975 this will bo an ex- 
ample of exceedingly poor medical care. I hope it 
will bo used as a classic example of poor care, If 
the intern had looked at this woman even casually 
while sho was sitting in the waiting room, he could 
have seen her reading a magazine, holding it at 
arm's length with the hand that wasn't cut. So he 
missed an opportunity not then but maybe 
later to follow up and to find out that her glasses 
were no longer helping her because she was suf- 
fering from and was in the fourth stage of the 
disease presbyopia. He could have easily re- 
habilitated her, perhaps thereby preventing her 
from cutting her finger again. 

Then, if he had put her up in stirrups, and 
done a Pap smear, he may have discovered the 
disease carcinoma of the cervix. And so, he missed 
a good opportunity to practice the second stage of 
medicine for that disease. 

Then finally, if ho had observed her further, 
he could have seen her lighting a cigarette with 
the butt of another. And so ho missed the oppor- 
tunity of practicing first-stage medicine for several 
diseases, namely, carcinoma of the lung, coro- 



nary heart disease, carcinoma of the larynx and 
emphysema. 

Now, what did ho do? He treated her finger 
the third stage of the disease, cut finger. He com- 
pletely ignored and did nothing about treating a 
patient who was sufl'ering from other stages of a 
flock of other diseases. 

QUALITY CARE 

What this leads to, then, is a definition of what 
we mean by quality of medical care, because if we 
tiro talking about medical care in the future, what 
do we really mean? Wo have defined the quality 
of medical care over and over again in a very 
limited way by saying it means that physicians 
giving medical care to an individual patient must 
possess the appropriate skill. Hence, an individ- 
ual who removes a lung should be a competent 
chest surgeon, a diplomate of the American Board, 
or the equivalent. This is one- of the aspects of 
quality medical care, but this is only one of several. 
I would say that others are equally important. 

Number one would bo continuity of care. 
Ideally, the patient should bo treated by the same 
physician, or group of physicians, or at least a 
continuing medical record should follow that 
patient throughout his life. 

Second, attention should bo given to the total 
patient, and not alone to the chief complaints. 
Wo have been practicing too much "chief com- 
plaint medicine" in America. The patient seeking 
medical care is a patient at various stages of 
various diseases, and it is up to us (o be concerned 
with this, to set up some kind of a regimen for 
finding them and doing something about them. 
Incidentally, unless we can develop some such 
regimen for picking up first- and second-stage 
problems, we are going to miss a great oppor- 
tunity to do a tremendous amount in the attack on 
the major chronic disease problems of our day. 

Now, I will pause to say parenthetically that 
somo physicians have argued with me that our 
knowledge of first- and second-stage medicine is 
not that good. They argue that we don't have 
absolute proof that high saturated fats in the diet 
raises one's cholesterol, causing death from 
coronary heart disease ; that we don't have the data 
to prove beyond all doubt that if a person is too 
fat, he has a tendency to get' diabetes and that if 
he loses weight, this reduces the tendency; that 
we don't have absolute proof that cigarette smok- 
ing causes disease ; and so on. 
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In reply, let me merely say this: These in- 
dividuals have been guilty, as have nil ol us, of 
double-standard thinking. When a patient comes 
to the physician in the third stages of the same 
diseases, we go through an enormous amount of 
effort and medical activity. The scientific knowl- 
edge upon which much of this medical activity is 
based is equally deficient in final proof. 

Wo do not yet have positive* proof that dicu- 
marol will prevent coronary heart disease and 
stroke. The medical care given coronary patients 
(oxygen, supportive measures, etc.) has not 
proved tremendously effective. Case for case, 
point for point, lesson for lesson, those things wo 
can do in the first and second stages of chronic 
disease can hold their own very well with respect 
to scientific proof as compared to the things wo 
do in the clinical area. Of course, there is the 
difference (hat the patient does not demand them 
at this early stage, which suggests, perhaps, some 
ways of engineering such services a little 
differently. 

In measuring the quality of medical care, wo 
have the problem of medical cure which should 
be patient -centered and family -centered. Family- 
cent ored care provides an opportunity to bring in 
a large number of people inlo medical care-. Once 
they are brought in, you have an opportunity to 
tackle their first and second and fourth stage 
medical problems. These problems are not great 
enough to motivate the pal ient to come to you, but 
if you can get (hem in 'I his family arrangement, 
you have the opportunity 'to do this, 

The last aspect of quality of medical care 
which I will note hero is one which practically no 
medical cnre institution in the country can meet. 
In the future a medical care institution will bo 
measured by its ability to serve the unmet medical 
care needs of its community. Putting it medi- 
cally, you can see that if in the community around 
a teaching hospital there is any largo collection of 
people who need care for any of the stages of dis- 
ease but are not getting it, (hen the medical care of 
that institution cannot bo rated as being of high 
quality. 

Hill-Burton is a community concept in itself. 
I think medical care legislation, public health serv- 
ices, all of the things that deal in medicine and 
health today shall push more and more toward this , 
community concept of medicine. The ideal would 
be medical care institutions which would feel the 
responsibility for those patients who live in the 
area but don't come to them, They should feel 
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(his responsibility as strongly as they do the re- 
sponsibility toward (ho patients who do come to 
them. 



FALLACIES IN MEDICAL CARE SYSTEM 

With (hat little background, lot me list briefly 
the number of things which would bo called evi- 
dences of maladapLation in our present health fa- 
cility arrangements. In other words, granted 
these are (ho problems, granted this is somewhat 
close to or at least reflective oC tho above problems 
wo are going to face in (he future lo improve pub- 
lic health, what then is the current story iu our 
health facilities ? What are the existing evidences 
that our health facilities are not adapted Lo meet, 
these problems? I am sure any of you could offer 
a long list. I will note a few. 

The Unadmitted Patient 

First, we have the fallacy of (ho unadmitted 
patient. Some don't go to (ho hospital because 
they don't want to. Others don't come because 
hospitals are remarkably skillful at keeping (hem 
out drug addicts and alcoholics cannot got into 
hospitals, tho aged patient, tho so-called crock. 
"Crock" is an interesting term. As you know, a 
"crock" is an uninteresting patient. "What is an 
uninteresting patient? Ho is that patient whoso 
sickness is so complex (hat wo are unable to solvo 
it. Therefore, wo blame tho patient, not our own 
failure to help. 

The Ambulatory Patient 

Then wo have tho ambulatory patient fallacy, 
Ninety percent of today's care is given to vortical 
patients. Yet in a great many institutions wo 
have our finest doctors perform only on horizontal 
patienls. The best doctors are relieved of the re- 
sponsibility of participating in ambulatory care. 

The Emergency Patient 

Tho third fallacy deals with tho emergency 
room. This in the fastest growing source of medi- 
cal care in many areas of our country today. Ib 
meets a tremendous social need. Yet tho emer- 
gency room, while it is capable of treating cut 
fingers and broken arms, is incapable of taking 



care of individuals with chronic heart disease, 
chronic diabetes, nephritis, stroke, and so on. Yet, 
30 to 40 percent or less of patients presenting them- 
selves to emergency rooms are true medical emer- 
gencies. Most of them will require long-term 
continuous comprehensive fourth-stage medical 
care. 

The Undiagnosed Patient 

Another fallacy is the undiagnosed patient. 
In episode after episode, we have people going to 
ft clinic which specializes in one organ who develop 
major pathology in some other organ. The indi- 
vidual clinic which has been responsible for this 
patient, has been so interested in ono disease, one 
organ, that it has not fulfilled its responsibility for 
the total patient. Our hospitals are filled with un- 
diagnosed patients, undiagnosed in terms of other 
stages of other diseases. 

Precursors of Disease 

Then we have the lack of treatment of the 
precursors of disease. If a patient is found in 
your medical care system who is a heavy smoker, 
this is a far more serious disease than most of the 
conditions that might have brought that patient 
to the hospital in the first place. To what degree 
do we accept this responsibility? To what degree 
do wo even follow up in this regard ? 

Irlospititl Competition 

The sixth fallacy is one with which you are 
0.11 very familiar that is, the extra staffing of our 
institutions, the competition between hospitals. 
We have had one individual in New York City 
make the acute observation that there are three 
places in Lower Manhattan where the medically 
indigent patient can have open heart surgery, but 
there are no places where he can have his teeth 
fixed. Wo aro approaching the time when there 
will be almost as many cardiac surgeons in New 
York City as there are patients needing cardiac 
surgery. There are, of course, definite values to 
this technique. Maybe it will be the answer to 
coronary heart disease some day, and I would not 
in any sense of the word cut back on the training 
of an adequate number of cardiac surgeons. 

But there is an equal responsibility to look afc 
total medical needs in the community. If this 



includes dental care, then this is something wo 
should provide. If each institution duplicates and 
develops extra staffs, this interferes with its ability 
io devote its at lent ion and sources to meeting other 
needs. 

Fragmentation 

We have fragmentation where integration is 
needed. We had one man, aged 76, who was told 
to go to 10 hospital clinics. This old man was far 
too sick to go to 10 hospital clinics, so he became 
an uncooperative patient. Well, if he hadn't been 
an uncooperative patient, he would have died, be- 
cause it was quite beyond his physical capacity to 
go to a hospital miles away, sit in a waiting room 
for long periods of time, spend hours hi line at the 
pharmacy for drugs, and go from clinic to clinic. 
What happens to those people? They end up in 
nursing homes. 

The Nursing Home 

A nursing home is in itself an enormous fal- 
lacy in our medical care system. Here we find 
patients with diseases so complex, so difficult of 
solution, that instead of making them the number 
ono priority for our best research and meclic-al 
brains, instead of bringing them into teaching hos- 
pitals in large numbers, getting our best scientists 
to study them and work with them, we do the 
exact opposife refuse them admission, get rid of 
them as quickly as wo can, and put them in a. nurs- 
ing home whore they get some of the worst medical 
care of which wo are capable. 

Concentration on Acute Cases 

Then wo have concentration of medical care 
institutions on the acuto and clinical, again the 
third stage of medicine. This is fine. } except for 
the fact that the unmet need in our country today 
is in the area of chronic illnesses where problems 
are not acute and they are often not clinical. 

Denial of Staff Privileges 

Then wo have the curious fallacy of that indi- 
vidual physician who is most interested in compre- 
hensive family medical care. He is the general 
practitioner. We have so arranged our society of 
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medicine that he is the one person kept at the long- 
est EI I'm 's length from our best medical care facili- 
ties. In my own city, for example, hardly any 
general practitioners are admitted to our best hos- 
pitals. I Eim not for one instant suggesting that 
we lower the standards. I am merely pointing out 
a fallacy of our present arrangements for medical 
care. 

The one person who is interested in integra- 
tion, who is involved in trying to tackle the first, 
second, and fourth stages of medicine, is the one 
kept farthest away from the best health facilities 
in the community. 

Dr. Robert Haggerty, professor of pediatrics 
at the University of Rochester School of Medi- 
cine, last summer looked into the practice of 
general practitioners and found them doing an 
amazing amount of first-, second-, and fourth- 
stage medicine. I don't know the degree to which 
this is true in the Nation, but if it is, then perhaps 
the general practitioner may not be all that lacking 
in a future because he is meeting a problem which 
may not be met in any other way. And one of the 
major questions confronting us is how to bring this 
interest on the part of the general practitioner into 
the best medical facilities we have. I am not tell- 
ing you that the existing general practitioner is the 
best one to do it. I am just saying he is serving- 
some kind of purpose, which is not integrated with 
the rest of our medicine. 

The Community Hospital 

We definitely have a lack of responsibility for 
community problems. One of my stories in this 
regard is that when I was talking to the staff of a 
local hospital in New York and asked them, "How 
would you like to move more toward being a com- 
munity hospital ?" The director of internal medi- 
cine gave me a fishy stare. He said, "What do you 
mean by a community hospital?" I said, "Well, 
there is no time to give you a long, prepared talk. 
I will tell you in just two sentences: There are 
diabetics in New York City in the area around 
your hospital. Sentence one. Sentence two: We 
in the health department will find the diabetics 
through a detection program and when we find 
them we will turn them over to you for treatment," 

Whereupon he became completely horrified 
and said, "Well, I have enough diabetics." 

I said, "Well, this is what I mean by a com- 
munity hospital. Let me go one step further. 
Suppose wo say there is a 50,000 population in 
your hospital area, and with normal detection 



yields, we find a thousand diabetics (hat need a 
workup. Maybe we can do this workup on an out- 
patient basis with doctors who are related to your 
staff, but who would work in clinics in our own 
district health center. Then we would find among 
these thousand diabetics 50 real interesting dia- 
betics with flame hemorrhages of the retina, with 
neurological disease, and some which do not re- 
spond to insulin." 

"Oh," he said, his eyes getting big. "I am 
writing a paper on that. That is just what I 
want." Well, how does he expect to get tlieso 
unless we can develop some major community 
programs in his area ? 

So, it is possible to develop a partnership and 
let the profession of internal medicine have what 
it wants, and then use a little bit of its prestige 
or influence to help the health department or co- 
operating agency develop its part, and together 
we have a community program. 

We certainly have lack of feedback from tho 
community. I have seen hospitals around tho 
country developing highly specialized programs 
when communities around (hem were cry- 
ing piteously for a totally different kind of 
program. One hospital, the Gouverneur Hospital 
in New York, did a small study on the needs of its 
community. They were impressed with the enor- 
mous problem of dental care. Together we moved 
in with extra services and developed a dental care 
program. This has become the most popular pro- 
gram in that institution. I am not saying that 
popularity is the final answer. I am saying that 
there was a need, and lack of feedback through the 
years had allowed these institutions to go off en- 
tirely on other programs without any concern for 
dental care. This institution was ready to build a 
new cardiac surgical wing and had never before 
been interested in the real needs in this area. 

The Teaching Hospital 

Another fallacy is provided by tho teaching 
program of tho teaching hospital. What is tho 
teaching hospital teaching? In Boston, Dr. Kerr 
White demonstrated that out of 1,000 adults, 700 
of them became ill within 1 month. Of those YOO 
ill, do you know how many became patients in the 
teaching hospital? The answer is one. So, in 
teaching our medical students today, we arc pri- 
marily teaching them from that one case of TOO 
sick, out of a population of 1,000. This is hardly 
medical education in terms of what illnesses our 
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people have and the major health problems and 
needs of our day. 

The-n, we have the problem posed by the pro- 
prietary hospital. This is a problem in many 
areas, where some of our best doctors are weaned 
away from teaching hospitals to a proprietary in- 
stitution with, at the moment, generally lower 
standards in education and training than are 
present in the good teaching hospitals. 

Control of Hospital Admissions 

The last, item on my list, which could have 
been a lot longer, is the fallacy of the control of 
hospital admissions by resident physicians. There 
are few professors who will battle the resident on 
this point. I am not saying that the resident 
should not have the teaching material he needs. 
I am just saying that the present admission policy 
of our teaching- hospitals is a fallacy in terms of 
the health problems of the community. 

THE GOAL 

What do we do about all this? The goal, of 
course, is universal access to high-quality, compre- 
hensive health, and medical care. If I were talk- 
ing 10 years from now, I would hope to say only 
universal access to medical care, because by then 
perhaps all o f the ot her adjectives would be under- 
stood. But they aren't yet. 

This goal is not controversial. Everybody 
wants everybody to have all the care he needs and 
wants that care comprehensive. How we reach 
that goal is what causes all of the bitter 
arguments. 

One step is to improve access. This is done 
by removing barriers. The major barrier, re- 
moved partly by Federal Government, is that of 
finances. Medicare is largely a minimal program. 
It does provide services at minimal cost for a 
group of people who found it difficult to get this 
care before. 

But there are many more barriers other than 
economic. So far, there have been no imaginative 
programs in this area. There are geographic bar- 
riers. There are educational barriers. We have 
found, for example, when a clinic is open from 
a.m. to 4. p.m. that it is very difficult to reach 
working people. That is why they go to emer- 
gency rooms at 3 a.m. If you expect mama to 
come, you must realize that she can't until she gets 



somebody to watch her five children. If you 
could arrange a family clinic at 7 p.m. and invite 
the entire family, (hen perhaps they would be 
more apt to come. Some of the demonstration 
programs now underway indicate that this is true. 
When yon arrange services in a way which fits in 
with the existing capacity of patients, this will 
do it. 

In the past, we have provided services, then 
tried to educate people to use them. This is good, 
but then you must study the unmet need. If you 
find individuals are not using the services because 
of insufficient motivation with respect to this pat- 
tern of care, what do you do? Of course, you try 
more education. We have a girl known as a social 
worker. Once I denned a social worker in a meet- 
ing of about 2,000 of them and I really got out 
alive as a girl who tries to fit a square patient 
into a round program, because what the social 
worker does is try to guide the patient through 
the maze of existing facilities. 

But why don't we try another approach? 
Why don't we rearrange some of the programs 
to fit the existing motivations of some patients? 

Let's take as an illustration the control of 
carcinoma of the cervix. We opened a clinic in 
New York and found that mostly Jewish women 
came. Very few had cancer of the cervix. We 
then decided to move the clinic to the Harlem area, 
because wo knew there were many there with can- 
cer of the cervix. We still found that most of the 
people who came were Jewish women they sim- 
ply stayed on the subway a little longer to get to 
the clinic. 

Lot's face it, in Harlem there is a struggle 
for existence, and the need to come for a Papani- 
colaou smear is low on the priority of life. We 
eventually opened a routine detection service on 
hospital admissions. All the women in this area, 
when ill, were admitted to two hospitals. We 
saved over 300 lives through this little program 
alone in just a few years. 

What did we do ? We arranged this service' 
to fit in with the existing motivations of the pa- 
tient. Patients were willing to corns to the hos- 
pital for various clinical problems. Taking ad- 
vantage of this, we performed a great many de- 
tection examinations which alone could not have 
motivated the patient lo come to the hospital. 

In attempting to reach the long-range goal, 
we have to go through certain intermediate stops. 
What are these steps? Let's admit first that the 
goal I have presented is a good one. Let's admit 
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that the facilities, the hospitals you are building 
and running are good ones, and that they are 
operated by sensitive, flexible people who would 
like to reach that goal some day. 

How do we go about effecting improvements? 
How do we get the hospital to adapt? The hos- 
pitals will not ordinarily adapt by themselves. 
They have to be pushed, or they have to be pulled. 
They can be pushed by some rules, by some regu- 
lations, and that has to be done gently, but firmly. 

For example, in New York City, we have 
said to hospitals, "If you wish to be paid by the 
Government for care of medically indigent pa- 
tients, you will have to do certain things which 
provide high-quality medical care. Otherwise, we 
are very sorry but we can't give you the $36 or 
$40 per day." Very few hospitals in New York 
would like to give up $36 or $40 per clay. W/iat 
we need in this country^ in my humble opinion, 
are more programs which offer bomises to those 
institutions which show themselves willing to de- 
velop new progressive demonstration type pro- 
grams which will feed back into the institution 
and -reshape them to meet health problems, present 
and future^ along the lines we have mentioned. 

We have used a particular technique in New 
York City, We have our own little NIH in New 
York. Eight million dollars per year are awarded 
for research. We have a group of scientists or- 
ganized like the NIH study sections and councils 
who recommend how it should be allocated. 

We gave a large amount of money to a study 
group at Cornell University which ran a medical 
care project for a welfare population. As soon as 
families were admitted to public assistance, they 
were- called in and given a complete medical 
workxip. They were seen in the outpatient de- 
partment. They were followed on the wards. 
They were seen in nursing homes, and they were 
part of the regular home care continuation pro- 
gram. In other words, they were given compre- 
hensive, professionally competent fourth-stage 
medicine. We couldn't force them to come in. 
Between one-half and two-thirds did come in. 
Why the others did not come in is another problem 
which must get attention later, 

When Cornell University did this, certain 
strange things happened. For the first time in its 
existence, Cornell had to have signs printed in 
Spanish placed in the waiting room. This was a 
new population coming into that institution, pre- 
senting new types of problems, Physicians at 
Cornell were now able to study health problems 



as they existed in their area. Also, from the data 
on utilization, we find that these people have very 
low utilization rates for home care. They would 
much rather come to the clinic with their families 
to see that doctor who is following them on a 
continuation basis. A study is also being made 
of the cost elements involved. 

A less costly program of this type was con- 
ducted at St. Vincent's Hospital in New York, 
which had a small grant. Their staff began to 
approach the feedback and adaptation mechanism 
in a little different way. They began with selected 
patients in their outpatient department and then 
called in the families of these people. On some 
they had records, on some they did not. But they 
put together the pieces from their hospital records 
and manufactured a family record. Then they 
invited other members of the family to come for a 
medical examination and they created a special 
family clinic to take care of them. This program 
has had an enormous effect on outpatient care in 
that institution. The staff has seen the value of 
this program, 

Another institution is studying emergency 
room admissions to see to what degree these pa- 
tients can be placed into a medical care system 
where more is done for them than merely pushing 
them through the revolving door and getting them 
out. This institution is also working with the 
Health Department on a number of joint clinics. 

We had another institution which investi- 
gated the prevalence of neuromuscular disorders 
in an area of New York to determine how to 
rehabilitate these people. They are also studying 
whether rehabilitation services for stroke patients 
early in the course of the disease can prevent the 
disease from getting worse in terms of the rehabil- 
itation potential. 

One hospital opened a small branch clinic in 
a housing project where 1,500 old people lived. 
Two internists who staff this clinic are able to pre- 
vent the need for 90 percent of patient visits to the 
hospital clinic 4 miles away. This is a medically 
indigent group. This plan offers an enormously 
greater opportunity to reach aged patients. This 
is bringing service to the patient in a way which 
makes it used. 

A voluntary hospital is teaming up in a com- 
prehensive program with a oity hospital and the 
departments of health, mental health, and welfare. 
The director of this hospital is responsible for all 
of the health, hospital care, welfare medical care, 
and mental health care for over 150,000 popula- 
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* ii Jjower Manhattan, New York City. The 
of private physicians are caring- 
in this area who can afford private 
the clinics are treating the medically 
of the first things the director 
iiecessary was to establish a number of satel- 
Although outpatient tripled within 
a half, he still is not reaching enough 
150,000 people. He therefore will open 
c 1 inks so he can be closer to the people who 
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interesting byproducts oJ: these 
New York City is the development of 
a l nl '^ e number of hospitals for ex- 
i- 11 community care. This is of particular 
Ijecauso this is the way they can recognize 
x'&sponsibility to the unmet needs in the 



Then, finally, I will just say one word about 
categorical versus general approaches. In the 
past we have looked at approaches through the 
eyes of an agency, n building, a facility, or from 
the point of view of a profession. What wo have 
to do is to look ait the approach, from the standpoint 
of the patient. The individual who can teach an 
11-year-old not to smoke is much more effective in 
the control of lung cancer than the chest surgeon. 
We are going to live with categorical specialists 
and categorical approaches for a long- time. This 
is good and must bo done, because wo certainly 
want to know more and more about less and less. 
But on the other hand, at the point whore the serv- 
ice reaches the patient, let us learn how to develop 
the ingenuity to integrate and coordinate our ef- 
forts around him. 
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I AM DELIGHTED to be with you to tell 
you something about the posture of the Social 
Security Administration and the Department of 
Health, Education, find Welfare in the administra- 
tion of Medicare, something about the responsi- 
bility that will be carried by State agencies, and 
some of the problems that we may anticipate in 
implementing the program. 

When the program goes into effect in July 
1966, virtually all aged people will have available 
to them, health insurance protection which is com- 
parable to the best kind of protection now avail- 
able to employed groups. 

Because the program will enable individuals 
covered by social security to finance quality health 
care, it offers a stimulating challenge to those in- 
volved in planning for the availability of high- 
quality health care. 

Since this is a conference of building authori- 
ties in the Kill-Burton and Mental Retardation 
programs, it might bo useful to explore briefly ihe 
potential impact of Medicare on utilization. Gov- 
ernmental commitments to the health care of the 
aged are already very large. Consequently, as one 
aspect of the potential impact of Medicare, one 
would expect to see a considerable shift in the 
source oJt such financing. Whether or not there 
will be any great impact on utilization is another 
kind of question. 

The new program will underwrite most costs 
for services which now represent about 15 percent 
of all admissions in acute general hospitals and 
probably more than 25 percent of all the days of 
care in acute general hospitals. Many newspaper 
stories have expressed fear that, as a result of 
Medicare, there will be overcrowding, a great 
shortage of beds, and complaints about benefits 
which cannot be delivered because facilities are not 



available. While it is true that all of the services 
covered under the program -are not, or will not, be, 
equally available throughout the country, many of 
the concerns expressed are too pessimistic, espe- 
cially with respect to the availability of hospital 
services. 

To some extent, even in the areas where there 
are hospital bed shortages, (.ho difficulty will bo 
somewhat minimized by the timing of the health 
insurance plan. The beginning date is such that 
any backlog of need for hospital care among the 
aged will hit the hospitals at the best possible time, 
July and August, the first 2 months we will be 
paying for care, have about 10 percent lower utili- 
sation rates than the peak months of February and 
March. And since people past 05 now represent 
only about one-fourth of the total number of hos- 
pital days, even a large increase in utilization by 
the elderly would not greatly increase the rate for 
the total population. II the rate for the elderly, 
for example, were to increase by 20 percent, a 
figure which is probably much too high, this would 
represent an overall increase of something like 5 
percent. While this may be a problem in some 
places, it perhaps does not present the need for a 
great many more hospital beds. 

There is another aspect, of course, of the prob- 
lem, and that is that in the total continuum of care 
for which reimbursement can be provided under 
the two parts of the Medicare program, there are 
many alternatives to inpatient hospital caro. The 
program covers outpatient diagnostic procedures 
performed in a hospital, a clinic, or a physician's 
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office, It also covers extended care in a nursing 
home and home health agency services. In addi- 
tion, of coin-SB, the medical insurance part covers 
physicians' and surgeons' services -wherever they 
are performed. So, to some extent, you have a 
question of trade-off among various alternative 
forms of cars involved in the question of- the 
impact on inpatient utilization of Medicare, 

Another program aspect which will have some 
effect on utilization, is that the extended care benefit 
is relatively limited. It is conditioned by a post- 
hospital requirement. That, is, an individual must 
be in a hospital for at least 3 clays before the bene- 
fits fire available, Furthermore, it is limited to 
100 clays of inpatient extended care. 

You have a mixture of variables, and I have 
not seen a really convincing analysis of the poten- 
tial effect on utilization or the extent of need for 
additional hospital beds. It would seem since we 
begin the program with a large deficit of home 
health services and too few long-term beds which 
will qualify, that theso are problems which more 
urgently need to be taken into account in planning 
for the addition, extension, or modernization of 
resources. 

To participate in the program, providers of 
services that is, hospitals, extended care facilities, 
and home health agencies will have to meet con- 
ditions of participation. These will be- designed 
to assure that payment is not made for care which 
is recognized to be substandard by the health pro- 
fession itself. These "standards" or conditions of 
participation, which are required by the legisla- 
tion, are being drafted. We have had, incidental- 
ly, several task forces within the department 
staffed by the Public Health Service, Social Secu- 
rity Administration, and the Welfare Administra- 
tion for about the last 6 months, drafting these 
conditions. Wo have had extensive consultation 
with professional groups and individuals in the 
drafting, and final approval will come only after 
they have 'been submitted to the statutory Health 
Insurance Benefits Advisory Council which is soon 
to be appointed. 

The method and concepts of payment which 
are embodied in the Medicare program will favora- 
bly influence quality of care. Providers of serv- 
ices will be paid the reasonable cost of the services 
which they furnish beneficiaries. By providing 
benefits in this way, the health insurance program 
will provide financial support for the highest 
quality of care that can. be delivered. A few points 



from the congressional committee reports on re- 
imbursement may expand on this principle. 

These reports stress that what is intended by 
the law is not some uniform flat rate of reimburse- 
ment for inpatient care. What is sought is a pay- 
ment tailored to the cost of care which might be 
delivered in an individual situation. This princi- 
ple of reimbursement then recognizes that the diff- 
erences in costs from institution to institution gen- 
erally reflect differences in the quality of care that 
is being provided by these institutions. So, the 
payment of the reasonable cost of services is in- 
tended to meet actual costs, institution by institu- 
tion, however widely they may vary from one 
institution to another except where they are not 
reasonable. There is a possibility that an institu- 
tion's costs may be so substantially out of line with 
other institutions similar in size, scope of services, 
and other characteristics, that a question could be 
raised as to whether they are reasonable. 

However, it is anticipated that, after deduct!' 
bles and coinsurance, the reimbursement would 
ordinarily meet the full costs of beneficiary care 
including those costs attributable to additional 
staff, additional equipment or other investment 
intended to improve the quality of care that it is 
rendering. 

The congressional reports further state that in 
paying reasonable costs the policy should be to re- 
imburse a provider so that an accounting can be 
made at the end of each cost period for costs actu- 
ally incurred, So, as prices rise, such a policy will 
provide for reimbursing providers in terms of 
what was actually spent not just agreed to in ad- 
vancG. It is also intended that payment bo ade- 
quate to encourage the development of the kinds 
of services required to meet community needs, 
The program provides support, then, to what has 
been achieved and makes a continued upgrading 
possible which will benefit the entire population. 

Another point is that the new program, in 
helping to pay the current operating costs of hos- 
pitals and other providers on a. full reasonable cost 
basis, and in relieving theso providers of part of 
their present burden of charity cases, will release 
funds which will, perhaps, facilitate the construc- 
tion of additional facilities and the improvement 
of existing facilities. 

Many communities from coast to coast have 
the basic components necessary to render effective 
and more comprehensive care to older citizens. 
With the expectation of assured reimbursement for 
services to elderly patients, what is lacking in fa- 
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cilities and organization should now bo brought 
fully into focus for community planning and com- 
munity action. 

Considerable interest has been shown by (.he 
professional community in the detailed utilization 
information and other data, on this entire group of 
some 19 million people which will become available 
after the program goes into effect next July. 
These data will not only be available for purposes 
of administration of the program but also, we ex- 
pect, will contribute to the body of information 
avaihiblo for study and research by persons con- 
cerned with the organization, delivery, and financ- 
ing of health services. 

Some significance for hospital planning has 
been given (.0 the provision in the program which' 
defines inpatient services in terms of two- to four- 
bedroom accommodations. Some elderly patients 
now receive "free" medical services in ward ac- 
commodations. In lieu thereof, under the new 
program an increased demand is expected for 
two- or four-bed accommodations. This aspect 
of the program could have an effect on the future 
planning for hospital construction, and perhaps 
may result in planning for inpatient nursing serv- 
ice and inpatient beds so that within the bounds 
of good medical practice, the total hospital might 
bo used for any patient regardless of the source 
of income. 

Next, let us consider the administration of 
the health insurance program. It represents one 
of the mosb interesting administrative arrrange- 
ments that any program has had to face. 

Administration will bo a shared responsibility 
between public and private agencies at National, 
State, and local levels. While the principal ad-J 
mistrativo responsibility will rest with the Social 
Security Administration, provision is made for 
extensive use of private and voluntary agencies. 
There are links with the insurance community, 
and there is also a very strong responsibility to be 
carried by the State health departments. This 
latter responsibility has to do with the determina- 
tion of the qualifications of institutions to partici- 
pate in the program. 

The fiscal intermediary and the system of 
making payments to providers in the program are 
still other matters to consider. Under the hos- 
pital insurance program, groups, or associations 
of hospitals, or other providers of services can 
nominate on behalf of their members a public or 
private agency, or prepayment organization 
which they wish to have serve as fiscal inter- 



mediary between themselves and the "Federal 
Government. 

The Secretary will ordinarily enter into agree- 
ments wifh nominated agencies, but will not do so 
if it will be inconsislcnt with effective and efficient 
administration of the program. Normally, you 
will not find this (o bo the case. However, whore 
groups of hospitals or individual hospitals have 
nominated a fiscal intermediary, I ho Department 
will have the responsibility to ask some questions 
about the capacity of this organization lo pay 
bills and about its experience in handling group 
or prepayment business before deciding whether 
it can function efficiently and effectively in this 
capacity for (lie health insurance program. 

If an individual hospital does not want to bo 
a part of this plan that is, if an association of 
hospitals has nominated a fiscal intermediary, an 
individual hospital is not, bound by this nomina- 
tion if it wishes not to be included it can notify 
the Secretary and then (inn have another nomina- 
tion made, or it may elect to have as a fiscal inter- 
mediary some organisation fhat has already en- 
tered into an agreement with the Secretary lo 
servo with respect to some other group of pro- 
viders of services. It is also possible for appro- 
priate groups of providers for homo health 
agencies, for example, or for State institutions 
to have a State agency as their fiscal intermediary. 

Under the supplementary medical insurance 
program, which is the voluntary part of Medicare, 
the provision is also made for intermediaries, but 
thcso are not selected through a nomination proc- 
ess. In this case, the Secretary, or Social Secur- 
ity Administration, acting for the Secretary, will 
select, the intermediaries or carriers, as they are 
called in the law, 

A considerable intorest has boon expressed by 
private insurance companies and by the Blue 
Plans, to servo as intermediaries for the medical 
insurance part of the program. The decision as 
to how the country will bo divided or how the 
function will be divided among carriers is an- 
other problem that wo are facing. 

To some extent the responsibilities of a State 
agency which has a designation to assist us in a 
program and the responsibilities of fiscal inter- 
mediaries will be overlapping. This is because 
the fiscal intermediaries and carriers, selected un- 
der the program, in addition to paying the bills, 
may also be assigned other functions such as help- 
ing the providers apply safeguards against unnec- 
essary utilization. While this is an activity for 
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which the State agency will also have a respon- 
sibility, we think that, the activities assigned to 
State agencies concerned with development and 
the evaluation of utilization review plans for hos- 
pitals and extended care facilities can be generally 
separated and kept distinct from the kinds of uti- 
lization review responsibilities which would or- 
dinarily be carried out by a fiscal intermediary in 
connection with the payment of individual bills 
foi' services. 

Another overlapping area results from the 
fact that, the Department may utilize the services 
of n. fiscal intermediary or a State agency to assist 
the hospitals and extended care facilities to set up 
and maintain fiscal records and provide account- 
ing support to the extent necessary to qualify as 
providers and assure tltat appropriate payments 
can bo made. 

In establishing the conditions to be met by 
providers, we have been directed by the statute to 
consult with national accrediting bodies and State 
agencies, national organizations, the American 
Hospital Association, prepayment organizations, 
and so forth. The law has established two advis- 
ory bodies which are statutory : the Health Insur- 
ance Benefits Advisory Council and the National 
Medical Review Committee. 

The Health Insurance Benefits Advisory 
Council will have 1(5 members, appointed by the 
Secretary of Health, Education, and Welfare. 
This council is required to advise us on adminis- 
trative regulations and, especially, in formulating 
conditions of participation for providers. It will 
be activated in the near future. 

The second advisory committee, the National 
Medical Review Committee, will probably not be 
organized until somewhat later. Its job will be 
to study the utilization of hospital and other med- 
ical care with a view toward making recommenda- 
tions about, the way covered care and services are 
used in the program, and to make recommenda- 
tions for changes. This committee will bo rep- 
resentative of organizations and associations of 
professional people. A majority of the members 
will be physicians. 

If I were to characterize the kind of activity 
in which we have been most involved in the last 
couple of months, in fact, during most of the pe- 
riod since Medicare was enacted, it would be that 
we have been engaged in an in! cnsive period of con- 
sultation. We have organized technical study 
groups to look at various aspects of policy formula- 
tion under the program. We have been in touch 



with the American Hospital Association, the 
executives of Slate hospital associations, the 
American Medical Association, a number of the 
specialty organizations, the Blue Cross and several 
individual plans, the Blue Shield, many commer- 
cial insurance companies, the Joint Commission on 
the Accreditation of Hospitals, representatives of 
nursing groups, nursing homes, and homes for the 
aged. It has been and will continue to bo our 
intent to expose the proposed policies for operation 
of the program to such groups before they are put 
into effect. 

Our greatest enemy in the whole affair is time, 
because if we are to have this vast health insurance 
apparatus ready to roll by July 1, 1966, then very 
soon the pieces of the jigsaw will have to fall into 
place so that we will have an operating organiza- 
tion and process. When the first individual comes 
into a hospital on July 1, I960, and puts down his 
Medicare card, we will have had a State agency 
certification indicating that the hospital meets the 
conditions for participation, the hospital will have 
agreed to provide services under the program, and 
wo will have established the reimbursement mech- 
anisms to pay the claim. 

In this connection, we are now working to 
establish eligibility of the beneficiaries of the pro- 
gram. We have distributed about 15 million 
pamphlets to social security beneficiaries on our 
rolls. With this pamphlet we are distributing an 
election form on which the individual can indicate 
whether he wants to be covered by the supple- 
mentary medical care plan. These forms are 
beginning to be returned; and while it is a very 
simple process, the need to obtain responses from 
10 million aged persons presents a tremendous 
workload. 

With this direct-mail method to beneficiaries, 
we will reach about 80 percent of the aged about 
Ifii^ million persons. About a third of the re- 
maining 3i/ million aged persons are receiving 
old-age assistance payments and generally will be 
reached through State welfare agencies. The 
rest of the potential beneficiaries under the pro- 
gram will have to get in touch with a social secu- 
rity district office to establish their eligibility and 
avail themselves of the opportunity to elect cover- 
age under the supplementary medical program. 

As an initial step, we also disseminated infor- 
mation to providers of services to hospitals, to 
home health agencies, and to potential extended 
care facilities. We have sent out about 10,000 
mailings to hospitals, and about 15,000 mailings to 
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nursing homes which presumably have a skilled 
nursing component, and about. 1,500 pamphlets to 
home health agencies. Home health services rep- 
resent the most limited resource responsive to the 
benefits available under Medicare. 

I would like to comment briefly on the task we 
see in equipping the State agencies for their role 
in the program. 

Thus far, 43 State governors have designated 
State agencies to provide for certification of insti- 
tutions meeting the conditions of participation. 
As of October 1965, only one agreement had ac- 
tually been signed between a State agency and the 
Federal Government. This happened to be Ne- 
braska. However, we have met with 10 or 15 other 
States ; and we are initiating as rapidly as possible 
discussions with all of the State agencies that have 
been designated, to put into effect the necessary 
Federal-State agreement} and then to work with 
the State to provide the necessary resources so that 
they can carry out the function that is contem- 
plated under the law. 

To organize internally to carry out this func- 
tion, we are strengthening the staff in our own 
regional oJBces. We are adding social security 
staff to work directly with the State agencies. In 
addition, the Public Health Service has organized 
a new division, the Division of Medical Care Ad- 
ministration, and is staffing this Division for sup- 
port to States on the professional aspects of the 
Medicare program. 

While we are making progress in the 43 States 
that have already designated agencies, we need to 
ask some questions about the circumstances in the 
9 or 10 States where no agencies have been desig- 
nated. An essential aspect of the program is that 
by July 1, 1966, hospitals and home health agencies 
must be certified to participate, And with the 
inevitable miming of time, were we forced to do 
so, we would have to work out some sort of Federal 
arrangement to certify these institutions within a 
State, where no State agency is designated. 

We are prepared to finance the full reasonable 
cost to States for carrying out the task of certifica- 
tion of providers of services, for the necessary 
consultation to institutions to assist them to qual- 
ify for certification, and for a fair share of certain 
coordination or planning expenses which are re- 
lated to integrating the health insurance program 
into the total health fabric of the State, In work- 
ing out an organization and budget plan, we will 
need to look afc the individual requirements and 
circumstances in each State. We want to move 
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right ahead with this full steam ahead because 
time is running. 

In doing so, we believe that we should try to 
build the Medicare certification of institutions pro- 
gram on the existing program for supervision of 
institutions ongoing within a State. 

In other words, we don't think it would be 
good public policy or prudent administration to 
duplicate or parallel activities (hat are already 
ongoing in States, or to provide Federal funds 
which might be used to inaugurate an activity 
which would substitute for a State activity. 

So it is our intent to work with the State 
agencies in planning to strengthen and to add new 
dimensions to existing programs in a manner 
which will provide for certification by July 1 of 
hospitals and home health agencies, and certifica- 
tions not later than December 31 of next year for 
the extended care facilities. In using those kinds 
of deadlines, I must hasten to add that those are 
the dates when the benefits must bo available. 
Consequently, we really ought to be talking about 
a deadline for ourselves for completing the task of 
certifying hospitals and home health agencies by 
the first of May. Some providers will require 
consultation in order to assist them to become certi- 
fied. We need time for this, and wo want to avoid, 
to the extent possible, anxiety and uncertainty 
among beneficiaries or on the part of institutions 
for which certification may be delayed. 

Because of the many facets of the problem of 
organizing for operation of the program and the 
time limitations, we may find that we cannot, the 
first time around, do the full quality job that we 
and the States would like to do. 

In order to assure ourselves that we have the 
Medicare apparatus ready, wo will have to take 
into account the severe deadlines and move ahead. 
But for the longer run, we can, together, make the 
program operate in a fashion which will compli- 
ment, strengthen, and improve the general health 
programs within the States. 

We will have, hopefully, within the noxt 
month or so, the full set of conditions of partici- 
pation. These will later have lo be approved by 
the Health Insurance Benefits Advisory Council; 
but as soon as we have them, they will be released 
to all the health officers of those State agencies 
which have been designated so that they can be 
taken into account in planning. 

I would like to say in conclusion that the Med- 
icare program is basically a financing mechanism ; 



but it is a financing mechanism which we want to 
operate within the goals and standards and incen- 
tives lor quality care and for better utilization as 
they have- been developed, or as they may develop 
in the future. The availability of financing for 
alternative patterns of health care under the sys- 
tem helps to open the way for community planning 
to make such care available. Solutions to the 
problems involved will require an energetic and 
forward-looking leadership at, all levels local, 



State, and National. I am confident that, from the 
point of view of social security, we will be glad to 
work together with others involved in the most 
constructive way possible. We want to do a good 
job in the administration of this law ; and we want 
to be sure that the resources that we provide, or 
are authorized to provide, are made available in 
a fashion which will really carry the greatest po- 
tential of this health insurance program into 
reality. 
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Conferees from States, regions, and 
headquarters are shown above chatting 
Informally during coffee break on tlie 
second day of the conference. . . . 
Shown at left is the keynote speaker, 
Dr. Richard Koch, far right, listening 
attentively as conferees discuss health 
facility needs of the mentally retarded. 
. . . Pane! participants shown below are, 
reading left to right, Mr. Allen Menefee, 
Mr. Luther Stringham, Dr. Wayne Chess, 
Dr. Martin Meyer, Mrs. Marguerite J. 
Hastings, Mr. Ronald Almack (moder- 
ator), and Dr. Richard Koch. Dr. Harald 
M. Craning, at far right, presented Intro- 
ductory remarks ant) presided as chair- 
man over the morning session. 
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Koch, M,D. 



IT IS A PRIVILEGE to participate in 
this meeting with you today because I feel that 
the bricks and mortar are most important with 
the exception, of course, of program. 

Ifc is always interesting to relate how one 
entered into the field of mental retardation. You 
can readily appreciate that there are as yet no 
training programs for professionals in this field. 
You simply get in and swim. I can remember the 
first day that Dr. Parmalee put his hand on my 
shoulder and said: "Dick, how would you like to 
run the Mental Retardation Clinic?" I can well 
remember the disappointment in my heart and 
wondered : "Have I gone through medical school 
and pediatric residency program to run a mental 
retardation project ?" I really didn't stop to think 
about it, and I said, "No, I am thinking of going 
into private practice." 

As you know, doctors aren't interested in 
money! Anyway, I went into practice and one 
Sunday after I had made 12 house- calls, a mother 
phoned me and said, "Doctor, my child has been 
chewing on a green tie and his tongue is green. 
What should I do?" I thought to myself, "Maybe 
I will go back and try that job at the hospital." 
I did, and discovered very quickly that when I 
looked into the big textbook on pediatrics by 
Mitchell and Nelson, which is, as you know, the 
bible of pediatrics, there was nothing on mental 
retardation. I did find one or two pages on men- 
ial deficiency. 

I decided that it was about time I tried to 
find out about this problem. That afternoon, I 
hacl a trying experience of telling some young par- 
ents that their child was Mongoloid and since they 
had one Mongoloid child, perhaps they might have 
another, and perhaps they shouldn't have any 
more children. 



After they shed their tears and I shed mine, I 
thought to myself that the only way to find out any- 
thing about this business is to see a group of chil- 
dren myself and follow them over a period of 10 
or 15 years and see what actually happens to them. 
This turned out to be a kind of a stumble on my 
part simply due to my ignorance, but it has been 
the most fascinating thing that has happened to 
me in my life. It has left me with many convic- 
tions about the field of mental retardation, which 
I hope I can impart to you today. 

Table 1 shows the logistical data. We saw 
these youngsters over the years 1955-59 and have 
followed them systematically since then. 

Over a 10-year period nearly half the chil- 
dren studied, 49.6 percent, are still at home. 
These children came to us under the ago of 1 year 
with suspected mental retardation on referral by 
their family physicians. 

Notice that a significant percentage have 
died, 16,1 percent. This is indicative of the se- 
verity of the problems of the children that we were 
dealing with, 

Also notice the remarkably small number, 5.6 
percent, that we have lost in this particular study. 
This is because the parents liked us; they felt they 
were getting a direct service from us; and they 
also knew they were participating in a long-range 
study. These are three very powerful motivating 
factors. 

These data show that the community > if it has 
the facilities, can provide parents with the sus- 
tenance they need to take care of their child at 
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home. Very few people wish to place their child 
in a State institution if they can provide tho same 
kind o care in their own homo. 

Another significant finding is that in follow- 
ing tho first MS infants who came to us in those 
early years, 35 over the next 10 years turned out 
to have IQ'a of greater lhan 70. (Table 2.) 

Seventy is the technical cutoff point we use 
for designating a menially retarded child. This 



Table 1 

1965 Status of Mentally Retarded Children Studied 
from 1955-59 



Your of study 


Total 


1005 status 


Homo 


Foster 


Institu- 
tion 


Dead 


Lost 

1 
4 
3 




1055 


22 
5G 
35 
18 
12 


9 
22 
20 
12 

8 


2 



1 
1 


7 
20 

4 
4 
2 


3 

10 
8 
1 
1 


1950 


1957 - -- - 


1958 


1959 ,... 


Totftl 




71 
49. 6 


4 

2. 8 


37 

25.9 


23 
16 1 


8 
5.6 


Porcont.- 



Table 2 

Diagnoses of 35 Children with Normal IQ Who 
Were Referred To Study as Mentally Retarded 



Clinical diagnosis 


No 


i 




1 


81 


Postnatal infection 


1 


88 




1 


71 




9 


80, 82 


Phonylketonuria- _ 


1 


71 


Galactoaemia 


1 


94 


Ilypoglycomia. 


1 


73 


Ilypothyroiclism 


4 


93, 97, 97, 






100 


Congenital cerebral defect _ 


9 


72, 121 


Congenital cerebral defect with 


2 


72,81 


cranial anomaly. 






Down's Syndrome 


1 


96 


Encophalopathy associated with 


7 


90, 100, 71, 


prematurity. 




100, 107, 






123, 123 


Children with normal IQ (with or 


11 


79, 80, 83, 


without physical handicaps). 




01, 94, 94, 






101, 101, 






107, 112, 






112 



is nearly 25 percent ! This means that we ns phy- 
sicians must be extremely careful when evaluating 
very young infants. In fact, at times we are 
wrong in our appraisal of what the child's po- 
tential may bo and sometimes recommend resi- 
dential care to parents of very young babies who 
aro or appear to be retarded when, indeed, they 
aro not. You can immediately see the tragedy 
involved in such a mistake. 

Although institution alization interferes with 
the normal parent-child relationship, wo are not 
going to destroy our institutions. There is no 
question that in a significant number o families, 
residential care is a very important factor to the 
parents in helping them manage. 

Not only do some of these children have 
fairly normal IQ's but actually some have turned 
out to be quite gifted. You will immediately ask, 
how can a gifted child appear to be mentally 
retarded as an infant? 

It really is shocking to realize I've recom- 
mended resideiUal care for a child who eventually 
turned out to bo gifted, but this is a mistake that 
I hope has helped me mature! When I make a 
recommendation now, I don't do it lightly. 

I want to leave you with tho simple moral 
of this particular issue. When building new 
facilities for residential care, let's build them in 
small units so that each child can be treated as 
an individual. 

Let's build facilities where adequate profes- 
sional people are available for staffing and not 
where you are scrounging every clay to fill 10 posi- 
tions with 1 person, Let's have 10 people apply- 
ing for 1 position. This can. be done. 

When I first started to recruit fellows to work 
in our child development clinic, I met a stone wall 
of resistance. It was called a retardation fellow- 
ship, It is now called a child development fellow- 
ship and it has been a very popular fellowship in 
our own hospital. 

Figure 1 will give you some idea of how 
communities are responding to this problem. I 
used to have a rule of thumb that I recommended 
residential care for every child with an IQ of less 
than 50 simply because this was what I had been 
taught in medical school. 

Only one child in this study entered a- residen- 
tial center with an IQ of over 50. The majority 
were institutionalized with IQ/s of less than. 20. 
This is a profound degree of retardation so that 
residential care is a realistic solution for tins 
particular population. 
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Figure 1. DQ/IQ distribution of 80 children in 
State institutions or at home with IQ's of 
less than 70. 



The one child with an IQ of over 50 who is in 
a residential center was a severe behavior problem 
because of a chaotic family situation, in which the 
parents simply said, "We don't want this child," 
If he had been placed in a foster home, he perhaps 
would have done better, but under the social cir- 
cumstances, residential care was the only solution. 
It is obvious that the social situation is of great 
importance. 

Figure 2 reveals the course of R. B. He came 
to us at 6 months of age, at which time he was 
unable to roll over, stand up, bear weight, or trans- 
fer objects. He seemed quite retarded. He was a 
premature baby who had been a twin birth as well. 
The first developmental quotient was around 50. 
I rather foolishly at that time told the parents, 
"You know, he is quite retarded. You really 
ought to visit our State institution," and I gave 
them the usual pep talk I give parents who have to 
face this problem. These parents though are quite 
intelligent. They didn't believe everything their 
doctor told them. 

Randy eventually was found to be deaf. This 
was discovered at age 4. How can one miss deaf- 
ness until age 4? You simply miss it by not look- 
ing for it. 

Another important thing in terms of construc- 
tion. Let's be certain that these diagnostic evalu- 
ation centers include facilities for the disciplines 
that are needed for the care of the retarded : Physi- 
cians, social workers, psychologists, nurses, hear- 
ing and speech consultants, nutritionists, physio- 
therapists, etc. 

It is extremely important that these children 
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be seen not only by the physician but also by 
experts in psychological assessment, hearing and 
speech, family counseling, nursing, followup homo 
visits, and physical therapy. Our own clime was 
started with just a physician and social workers. 
In 1958 wo engaged a psychologist. Then wo 
added a hearing-speech consultant, and 2 years ago 
an educational consultant and a nutritionist. 

The population of Los Angeles County is 
expected to be 25 million by 1975. When wo con- 
sider the anticipated number of available physi- 
cians, it is obvious that we will not have the ono-lo- 
one family-doctor relationship that we have had 
for so many years. 

As I look forward to 1984, 1 see each physician 
working through other disciplines : Nursing, social 
work, psychology, nutrition, hearing and speech, 
etc. These disciplines will carry the day-to-day, 
one-to-one relationship with families and will 
utilize the physician for consultation regarding 
difficult problems. 

To dramatize it more clearly, lot's take a 
patient with leukemia : The hematology physicians 
spend several hours of professional time on the first 
hospitalization of such a patient, talking Lo the 
parents about the fact that it is a fatal disease; we 
do have treatment, but we are not going I o cure (.ho 
palienl. One has to begin to work with the parents 
developing the concept that perhaps \ his youngsl or 
is not going t o survive for long. 
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Figure 2. Course of RB : Spastic quadriplegia, 
slow development and hearing loss due to 
kernicterus. 



It is a luxury for the physician to spend this 
amount of time with the parents. A social worker 
in consultation with the physician could do the 
job just as adequately. It isn't a matter any more 
of having an office and 10 examining rooms where 
the- doctor hastily examines and spends a Jew min- 
utes with each patient. Instead, conference rooms 
are needed where inservice training can go on regu- 
larly with other professionals who can practice 
pseud omedicine in a sense. 

Figure 3 demonstrates our most significant 
problem in the last few years. The problem of 
rub&lla (german measles) has been a scourge 
throughout the country. German measles will 
cause brain damage to the baby if the mother has 
it during the first 3 or 4 months of the pregnancy. 
In fact, wo are finding that even if the mother has 
German measles 6 weeks before conception, she 
nia-y still carry the virus and infect the fetus. 

The child referred to in figure 3 was seen first 
at age 3 months. The local physician had already 
recommended residential care to the parents. 
When I saw him, he had bilateral ocular cataracts, 
a heart murmur, and appeared malnourished. He 
didn't smile. Ho didn't reach out and grasp or 
roll over. I supported the recommendation for 
eventual residential care. The parents were young 
and unfortunately in our State we have a- 3-year 
waiting list for residential care. During that pe- 
riod, we had the social worker and public health 
nurso talk with the parents and help them work 
with the child. 
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Figure 3, Progress of boy with postmaternal 
rubella syndrome. 



The mother subsequently became pregnant 
and had a healthy baby. As the child began to 
grow, the question came up as to what could be 
done for this baby's eyes. We referred him to the 
ophthalmologist, who said, "Now, usually these 
babies arc so retarded it doesn't do any good to do 
anything with the cataracts." At that time, I had 
had some interesting experiences with handi- 
capped children with eye problems and so I urged 
him to go ahead and needle the cataracts, and the. 
youngster developed some sight. 

We also asked the cardiologist to ligate a 
patent ductus arteriosus, and this made a tremen- 
dous improvement in the baby's nutrition. 

The parents carried through with recommen- 
dations for this particular child, and they had 
enough conviction to feel they should do for him 
what they would do for any of their children. 

You can see the amount of medical care and 
participation here which was supplemented by the 
other disciplines of social work, nutrition, etc., in 
helping these parents work with this problem. 

I am proud to say this boy is in a public 
school program at the present time, and I look for 
him to be self-supporting in some manner of work, 
Isn't this better than if he had had parents who 
were unwilling to keep him at home? 

Again, in terms of individuals with IQ's of SO, 
we must look at people as people, and begin to ap- 
preciate what families can do for their children 
when given the right kind of community support. 

This experience at Children's Hospital led 
me to wonder how we could institute similar serv- 
ices in other States. All over the country today 
retarded children are being seen in physician's 
offices, and a lifelong prognosis is being made on 
the basis of an observation ranging from one- 
half hour to one hour. This approach is unrealis- 
tic for the retarded child. 

It seems that health departments would 
be a logical vehicle to begin to develop services for 
the retarded child since they have a health officer, 
social workers, and public health nurses. Gener- 
ally, health departments are not overly active in 
mental retardation. Why aren't they? They see 
retarded children in their well-baby clinics. Why 
isn't more being done from a public health point of 
view? No matter how you look at ifc, mental re- 
tardation is a. public health problem. It affects 
3 percent of our population and is a chronic life- 
long disability. 

I got quite a mixed reception from the health 
officers when I presented this proposal to them. In 



fact, one of them said to me: "Now, Dick, I think 
you do a terrific job at the hospital, but we can't do 
this sort of thing out in the health departments. 
The private physicians wouldn't let us." I simply 
rejoined by saying, "Let's give it a try. We can go 
to the medical society together and put this across." 
And we did. 

Local health department participation re- 
quired approval of the board of supervisors. "Wo 
didn't have any trouble selling this program to 
the board. It turned out that the head of the 
board of supervisors had a retarded child. This 
became a very important lesson for me. I learned 
that the force that lies in this program is in the 
parents group movement. I decided to join that 
movement, and I became the chairman of one of 
their committees, and finally one of their vice presi- 
dents, and this year, I am the president of the Cali- 
fornia Council for Eetardecl Children. 

It has been an exciting experience working 
with this volunteer organization. I have seen 
them get things done that you and I as profes- 
sionals, simply could not accomplish. The parents 
group movement is one of the most powerful forces 
that has happened in the field of retardation. 
The quality and the support that can be obtained 
from this movement demand your recognition and 
support. 

This year in California they were able to pass 
four very important pieces of legislation that went 
through the assembly, through the senate, and on 
to the Governor's desk for his signature. They 
were pieces of legislation considered for 15 years 
before that, without any success. 

In California, we have developed clinics for 
the retarded in 10 of the southern California 
health departments. There are 13 southern Cal- 
ifornia counties which contain 60 percent of the 
State's population. 

One doesn't have to build a big building for 
a clinic, but we need construction money for 
buildings to house services that can help parents 
take care of their retarded children in the com- 
munity. We need workshops. We need residen- 
tial care. We need training classes. 

Title 1, Part C, of Public Law 88-164 provides 
us construction money. Unfortunately, we didn't 
get enough of it. In our State, we could have 
spent five times the amount of money in title 1 that 
we actually were entitled to. Therefore, I would 
recommend that appropriations for Title 1 of the 
construction legislation be increased substantially. 
We really need more funds to help us put these 



programs over and help parents give their children 
the services they need. 

How does this affect what one does in a health 
department? Typically our clinics are hold in 
a single largo room. The most important com- 
ponents are the professional people with the skills 
to deal with this problem. The clinics are also 
used as a vehicle for professional education. 

Everybody involved in the care of the child 
comes to these clinics- representatives of welfare, 
the crippled chilclrens' and united cerebral palsy 
organizations, the probation officer, the educator, 
the hearing and speech people, etc. All ol the 
professionals who attend will help implement, in 
an organized manner, the recommendations of the 
diagnostic team to the parents. 

You may bo thinking, "California is cosmo- 
politan, but how about my State? How about 
way up in Leadville, Colo.?" Well, California 
has a few rural areas left. For example, Marklee- 
ville, Calif., hasn't changed much since 1808. It 
has a population of about GOO and still has a few 4- 
footed animals for transportation. We have held 
clinics in Alpine, Mono, and Inyo counties. All 
are rural. This typo of project can stimulate lo- 
cal people in the rural areas to help themselves. 

What goes into mental retardation? This is 
one of its virtues in a way, and yet one of its big- 
gest problems, Mental retardation belongs to 
everyone, It doesn't belong to any one discipline, 
It doesn't belong to pediatrics any moro (ban it 
does to neurology, any more than it docs to psy- 
chiatry. It belongs to all the professions across 
the board. Mental retardation should not be iso- 
lated. Services for retarded children should 1e 
integrated into the services for all children in the 



Stop and think of what you enjoy most. Is 
it money? Your automobile? I don't think so, 
I think it is your family: What your children are 
doing, and so on. This is also true for retarded 
individuals. They enjoy family life as much as 
you do. This is often overlooked because the indi- 
vidual is retarded, 

Before closing I must bring up the problem 
of birth control for our retarded adults living in 
the community. 

In a recent family we studied, 5 of 10 children 
were mentally retarded. The mother is quite lim- 
ited and their first three children were retarded. 
The family was unable to obtain birth-control in- 
formation in their local health department. Sub- 
sequently they have had seven more children. 



They still are looking for some help in terms of 
birth control, and they can't get it. 

I think that society has to recognize that we 
know there are families in which the genetic in- 
heritance is such that they really shouldn't have 
moro children and must facilitate the spread of 
essential knowledge in our communities. 

There are diseases in which we can predict 
with certainty now that one in four of the chil- 



dren will be aft'ected, say, with phenylketomu'ia. 
"When wo know this, it is society's obligation to 
help such parents with proper birth-control 
knowledge and procedures. 

The modern clinic providing mental retarda- 
tion services in the future should be closely inte- 
grated with health department services, with fam- 
ily care and planning services readily accessible 
to parents. 





Wayne A. Chess, Ph. D. 



DURING THE LAST 2 YEARS, plan- 
ning has been carried on at a hectic pace in Ohio, 
and I am sure this is true for the entire Nation, It 
has been a necessary step and a very rewarding 
one. In Ohio, the planning phase has had a real 
impact on tho development of mental retardation 
facilities, especially at tho community level. 

My assignment on this panel is to review some, 
of our experiences in Ohio in moving from plan- 
ning to implementation. Before doing this, let me 
review some of the pertinent administrative ar- 
rangements and responsibilities in Ohio as they 
apply to programing for the mentally retarded. 

First of all, the Department of Mental Hy- 
giene and Correction is responsible for the institu- 
tional programs for the mentally retarded. 
Through a matching arrangement, the depart- 
ment can also assist counties in meeting the opera- 
tional costs of workshops and educational and 
training programs for those mentally retarded 
with IQ's under 50. 

Ohio is one of the few States where the re- 
sponsibility for the educational programs for the 
mentally retarded with IQ's of 50 and under is 
vested with the Mental Health Authority as op- 
posed to tho educational authority. The local 
administration of these educational and workshop 
programs, however, is vested in the county 
government. 



Our slow-learner programs, that is children 
with IQ's in the 50 to 70 range, are the responsi- 
bility of local boards of education. The Depart- 
ment of Mental Hygiene has no responsibility for 
these children. 

Second, Ohio counties have the authority to 
tax themselves for purposes of constructing and 
operating facilities for tho mentally retarded with 
IQ's under 50. 

Third, the Department of Mental Hygiene 
and Correction in Ohio was designated as the sole 
agency to administer the comprehensive planning 
programs for both mental health and mental 
retardation, 

Fourth, the Department of Mental Hygiene 
and Correction was designated as the sole agency 
to administer the two construction program, Title 
I, Part C, and Title II of Public Law 88-164. 

Fifth, within the Department of Mental Hy- 
giene and Correction, the Bureau of Planning and 
Grants is responsible for providing the staff serv- 
ice to carry out the comprehensive mental health 
and mental retardation planning, projects, and for 
administering the two construction programs. 

Now, just a couple of comments on some 

Dr. Chess is Chief of Bureau of Planning Grants, Depart- 
ment of Mental Hygiene and Correction, Columbus, Ohio 
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important principles in planning and its 
implementation. 

First, there is value in having (he planning 
and implementation functions closely linked ad- 
ministratively. Conceptually, planning and im- 
plementation should be viewed as a single process. 
This was the rationale for the particular adminis- 
trative arrangements that we have established. 

Second, any planning operation needs to be 
vitally related to the specific objectives; the more 
specific, the better. In Ohio the Mental Retarda- 
tion Study was directed toward giving visibility 
to the problem, creating interest, and moving 
communities toward action programs. 

We decided that if we wanted to encourage 
the future development of community-based pro- 
grams for the retarded, it was of fundamental im- 
portance to involve, the community in the process 
in the very beginning, 

Mental retardation planning and mental 
health planning were combined in Ohio. We had 
a single planning structure and A single staff. 
We protected the visibility of both of these efforts 
through establishing separate study committees 
and through staff assignments. By combining 
these two planning programs, the base of the study 
was broadened both operation ally and fiscally. 
We were able to involve more than 3,000 Ohionians 
in a direct planning effort. This would not have 
been possible, I feel, had these planning projects 
not been combined. 

In this way we were able to encourage and 
influence planning at the community level. We 
had a total staff of 20 professionals so that we 
were able to provide some unity to the operation 
and a measure of staff service to assist, planning 
activities at the local level. 

We had no problems of any consequence in 
combining these two studies. A more unified citi- 
zens' movement lias resulted: One that will work 
on behalf of the programs for (he mentally ill and 
mentally retarded a group that recognizes the 
differences between these two problem areas and 
that in unity there is strength, 

By administratively linking the planning and 
implementing functions within a single State 
agency and with one staff, we were able to use 
the Federal carat in the form of construction 
monies under Public Law 88-164 as the incentive 
to get some real work out of our Citizens' Com- 
mittee. This committee is the broadly representa- 
tive group that was responsible for guiding the 
development of the two planning projects. 
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Determining the need for and working toward 
the development of mental retardation facilities 
were only two facets of their total planning effort, 
but they were important, facets. It gave real mean- 
ing to their planning ac) ivities. 

Here community groups had a means for 
implementing some of their efforts. 

Too frequently, long-range planning involv- 
ing citizen groups in (he lie-Id of health and welfare 
has been an exercise in futility. Wo sought a plan- 
ning operation that would produce tangible result s, 
and an operation that would provide a satisfying 
experience to community leaders who were giving 
of their valuable time. 

The State construction plan prepared by the 
Department of Mental Hygiene and Correction 
was the embodiment of a part of the Citizens' 
Committee's work. All of the recommendations 
embodied in the State construction plan hud previ- 
ously been considered by regional planning com- 
mittees and the State Citizens' Committee. 

Thus, the State construction planning became 
the instrument by which the State agency imple- 
ments a portion of the work of the Citizens' Com- 
mittee. This close working relationship between 
the Citizens' Committee and the Department of 
Mental Hygiene and Correction was of funda- 
mental importance. This kind of linkage of effort 
greatly accelerated our planning operation gen- 
erally and the submission of the State plan. 

Further, the applicants for construction assist- 
ance for mental retardation centers as well as for 
mental health centers, for the most part, have been 
generated out of the planning process. Tn several 
cases the submission and passage of county bond 
issues were a direct result of people working on 
the planning project. I would like to emphasize 
the point noted 'by Dr. Koch of the importance of 
seeking the help of parent groups in operations of 
this type. We sought very early in Ohio to in- 
volve the Ohio Association for Retarded Children. 
Here we gave (.hem an instrument to work with, a 
direct linkage with the State agency, and also the 
incentive of the monies under Title I, Part C, and 
they really went to work. 

In all cases, those applicants for Public Law 
88-164 monies had to go to the planning commit- 
tees in their respective areas to secure certification 
that their proposed facilities were in keeping with 
needs of the area and consistent with the compre- 
hensive planning activities. 

The State agency incorporated such a certifi- 
cation as a part of its preliminary application 



procedures. In this way it provided integrity to 
tlio planning operation and literally put teetli into 
the work of the Citizens' Committee. 

In Ohio, we have had little problem in raising 
the non-Federal share of tlie const ruction cost. 
Our problem is that the number of projects wo 
would like to support requires far more Federal 
aid than is now available under Title I, Part C, 
Public Law 88-164. 

The five applicants programed to receive con- 
struction assistance .from fiscal 1965 monies include 
one voluntary agency and four comities. The cost 
of the projects will be in excess of $2 million. All 
will be new facilities, four -will be multipurpose 
facilities. They will house training, educational, 
and workshop programs. In some cases, they will 
contain diagnostic clinics, however, some of the 
diagnostic services will be shared wiih our mental 
health clinics and our general hospitals. 

This sharing of services was another one of 
the reasons for combining these two planning 
operations. 

In each case, the facilities that are being pro- 
gramed arc but a phase in the development of com- 
prehensive programs for the retarded in the area. 

In all cases, part I of (he application proced- 
ures has been completed and in four of the fivo 
cases, the part I has been submitted to the regional 
office for informal review. 



A major concern in Ohio shared by both men- 
tal health and mental retardation interests is that 
more money is needed under Title I, Part C } Public 
Law 88-164. This is one of the recommendations 
coming from our Citizens' Committee. 

During the planning operation and in the 
preparation of the State construction plan, we esti- 
mate that about 18 percent of the need for special- 
ized community facilities for the mentally re- 
tarded has been met in Ohio. We have a long way 
to go in our efforts to provide adequate facilities 
for the mentally retarded. 

To cite the handwriting on the wall in Ohio, 
we are now beginning to process requests for Fed- 
eral construction assistance available in fiscal 1966, 
under title I, part C. We estimal e the total cost of 
these projects to be $3 million. These are all com- 
munity facilities. The applicants are counties 
and voluntary agencies. Our allocation under 
this title next year will bo $576,376. It is there- 
fore quite apparent that there is a real need for 
Congress to consider increasing the assistance 
under this title to a more realistic level. 

The incentive provided by the Federal legis- 
lation has given a tremendous lift to these com- 
munity efforts to supply adequate facilities for the 
retarded. My concern is that the extremely mod- 
est amount of Federal money made available for 
this program may frustrate this incentive. 



From Plan to Project 



Martin W. Meyer, Ed.D. 



IN" INDIANA, as in many other States, the 
legal definition of mental health includes mental 
retardation, epilepsy, narcotic addiction, and alco- 
holism. When we started planning for mental 
health facilities in July 1963 we quite naturally in- 
cluded the needs for services to the mentally 
retarded. 

Planning for mental health and mental re- 
tardation facilities was well underway when we 
applied for a planning grant for mental retarda- 
tion services. The mental retardation grant, CA r en 
though short on dollars, helped considerably in the 
total planning effort. Starting early with little or 



no guidelines concerning planning for mental-re- 
tardation services, both programs were organized 
and, in Inrge measure, carried out together. We 
know now that while these programs are very 
closely related and many aspects of planning 
should be carried out together, there are many dif- 
ferences in needs which require individual or sepa- 
rate planning. Fortunately, we had time to sepa- 
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rate the final reports mid to produce a separate 
plan for mental retardation. While many aspects 
of the plan are identical <o the mental health plan, 
the mental retardation plan now stands on its own 
as an individual document. 

The Indiana Department of Mental Health 
has tlio responsibility for developing "both the 
mental health and mental retardation plans. Spe- 
cifically, the Division of Planning and Evaluation 
is the planning authority. 

The Indiana State Board of Health has been 
designated by tho Governor as the State agency 
responsible for both the mental retardation and 
menial health State construction plans. A single 
advisory committee will serve the Hill-Burton pro- 
gram as well as the mental health and mental re- 
tardation program. This appears to be an excel- 
lent arrangement with the State Board of Health 
utilizing its expertise in supervising the con- 
struction of facilities and the State Department of 
Mental Health utilizing its expertise in program 
services. 

To date, this has worked extremely well with 
one agency handling program and program con- 
sultation and the other now gearing up for the su- 
pervision of the construction program. 

The planning effort in Indiana has been 
largely decentralized with tho development of 12 
regional planning committees. Each committee 
has broad membership from governmental agen- 
cies, voluntary agencies, and professional organi- 
zations. Contracts were- entered into with local 
agencies responsible for community planning and 
health and welfare services. These agencies, most 
often community service councils or health and 
welfare councils, provided sfaff assistance to the 
regional committees and considerable profes- 
sional know-how about the local community and 
medical and welfare needs. 

Our contracts with local planning agencies 
required them to conduct extensive surreys, using 
surv&y instruments provided by OUT office. In this 
way we were able to have overall consistency in 
data gathering, but an individualistic approach 
through the utilization of local planning agencies. 
We have gone to the people and have insisted that 
they take the major responsibility for planning to 
meet tho needs of the mentally retarded. While 
we relied heavily on the local associations for re- 
tarded children, we did not want to make this their 
exclusive project. We tried to broaden the local 
base for support by bringing in. many citizens, 
outstanding leaders in the community, who have 



never been involved in mental retardation services. 
It was our desire to garner their interests through 
a personal involvment in both the planning process 
and in the determination of practical means to 
implement recommendations. While we undoubt- 
edly lacked a certain amount of sophistication in 
the early days of planning through local citizens, 
with careful guidance and counseling, skills in- 
creased and we are, by and large, satisfied with the 
first year's plans coming from each of our 12 
regions. We are certain that as years go on, suffi- 
cient expertise will develop among tho lay plan- 
ning committees, to assure the fullest development 
of services to the retarded. 

We have had a thorough statewide involve- 
ment. I think it is interesting to note that Ohio, 
with a- population of about twice that of Indiana 
had approximately 3,000 citizens participating 
and we had approximately 1,500 citizens. This 
approach is undoubtedly unique in planning for 
the social welfare needs of people 1,500 citizens 
in the State of Indiana actively involved in the 
survey process and, undoubtedly more important, 
in the implementation process. They were, for the 
most part, seeing this problem as it really exists. 
They saw first hand the tremendous impact mental 
retardation has on the indivdual and families so 
afflicted. This impact was so great, that while we 
were only halfway through the planning process 
when our general assembly met, important legisla- 
tion was enacted which is going to have far-reach- 
ing effects in the State of Indiana, 

While we did not want to anticipate the results 
of tho planning effort and ask the legislature for 
legislation to meet needs that we could not fully 
document through incomplete planning, we did 
succeed in getting funds appropriated for match- 
ing the Federal construction funds and enabling 
legislation for local communities to raise a local 
share. Specifically, we were able to get a 2-cent 
increase on the cigarette tax for the months of May 
and .Tune 1965, which will net us approximately 
$2.5 million dollars. This will allow the State to 
provide 25 percent of the cost of constructing 
mental health centers and mental retardation fa- 
cilities. Additionally, the legislature passed a bill 
, permitting local counties to tax property up to 
10 cents on each $100 of valuation, to provide local 
funds for both the construction and operation of 
mental health centers and mental retardation fa- 
cilities. With previous legislation for the opera- 
tion of mental health clinics aaid mental retarda- 
tion services, we now have enabling legislation for 
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local govenimont to participate up to 17 cents on 
each $100 of properly valuation. With this legis- 
lation \vo have been able to establish a participa- 
tion ratio which will be 50 percent Federal funds, 
S5 percent State funds, and 25 percent local funds. 
While this is a most difficult tax to enact, in 
our State as in many other States, tax on property 
is the only source of local revenue. We have been 
surprised by the number of communities which 
have actually enacted this legislation on the first 
go around, having so little time to do this. 

Tho law didn't go into effect until July 1, 1965, 
and local lax commissioners were working on their 
budgets at that time. Sufficient interest and pres- 
sure had to be mobilized by the middle of August 
to get this included in the next calendar year's 
tax rate, so you can see that time was at a premium. 
Nevertheless, several communities were able to get 
fchis levy included in their tax rate and to utilize 
this as their local source of matching funds. 

Within 2 weeks after we announced that ap- 
plications were open for construction projects, we 
had 5 applications for projects totaling better than 
$3 inillion. The Federal 50 percent matching 
share would have to be $1,500,000 if we were to 
fund these projects. Our total allotment for the 
first 2 years is less than $500,000. We are, as you 
cau imagine, very much worried about what this 
is going to do to the morale of those who have 
struggled so hard ( o develop eligible projects. For 
the past 2 years we have traveled extensively 
throughout Hie State as part of our planning ef- 
forts. We have offered $3 of Slate and Federal 
funds for every $1 which could be raised at the 
local level tor projects determined through the 
local planning programs. Let's face it, this is an 
excellent incentive, $3 for every $1 raised locally. 
This undoubtedly had something to do with the 
opening of the floodgates. Regardless of what 
caused this avalanche of applications, we have it 
and now must make some arrangements to phase 
Bomo of these projects over a longer period of time. 
This is just the beginning. Next year we may 



well see 10 applications for projects and this may 
grow to 15 or 20 in the following year. I would 
say that probably every region within our State 
is now working on a proposal to their local county 
commissioners for the enactment of a local tax so 
they can qualify for State and Federal funds. 

Not all of the local money has been raised 
through property tax. One community has raised 
their funds through local subscription. Another, 
the American Baptist Home, Inc., a national orga- 
nization representing the Baptist Church, has 
raised funds through church membership. This 
organization has selected Indiana for its first dem- 
onstration project on a combination residential 
and day care program for the mentally retarded. 
This group has been very successful in organizing 
retirement homes and feels that it can bo equally 
successful in establishing services for the mentally 
retarded. If successful, the organization will un- 
doubtedly establish a nationwide network of men- 
tal retardation facilities. 

Tho need is there. Interest is rising far be- 
yond our fondest imagination. Our biggest con- 
cern at the moment is money. We hope that we 
will not have to wait until the 4-year program has 
run its full course before additional Federal legis- 
lation provides the continuation of this program. 

I know that Indiana and Ohio are not unique 
with this overwhelming positive reaction to the 
program, I know that other States are experi- 
encing the same phenomenon. Interest is running 
high. I hope that we can strike before there is a 
letdown. Additional funds from the Federal Gov- 
ernment appears to be the only answer. I think 
that there may well be a time in the future when 
a combination of local community effort and State 
support will be enough to raise the necessary funds 
for extensive community services. However, for 
today, the people have been sold on this as a Fed- 
eral program to help provide these vital services. 
I truly hope that every effort will be made to be 
sure that the necessary funds are forthcoming 
while interest and need are running so very high. 
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Gaining Community Support 



Mr. Luther Stringham 



IT IS SOMEWHAT difficult to generalize 
on the subject, "Gaining Community Support." 
The preceding speakers hove talked about the situa- 
tions encountered in their States. Their experi- 
ences have been quite different, as you heard, even 
for States which were adjacent So I am sure 
that you may be thinking that "What may be all 
right for California or Ohio won't necessarily 
work in my State." 

Obviously, the task of gaining community 
support in Alabama, or Nevada, or Ohio, or in 
some other State is not precisely the same. I'm 
going to talk more generally, therefore, about 
some principles that we follow at the National 
Association for Retarded Children (NARC) , even 
though I know that they are not applicable to 
every State. As my contribution to this panel I 
will focus my remarks on the NARC its mem- 
bership, its organization, and how we meet some of 
the problems of relating to government and to 
community agencies. 

The National Association for Retarded Chil- 
dren is now one of the larger of the national vol- 
unteer agencies. It was organized in 1960, and 
since that time, it has grown very rapidly and now 
has affiliates in every State. Altogether they 
number 1,034 units. We have State associations 
in every State except Alaska. 

Twenty-four of our State associations are 
"State Member Units." In general, they are the 
stronger State associations, and they perform cer- 
tain administrative and other tasks for the na- 
tional association. However, for practical pur- 
poses all State associations are regarded as impor- 
tant elements of our total organization. Thus, 
wo are well represented in all parts of the country 
and are working toward strengthening our State 
associations. 

At present we have about 100,000 members 
a rapid increase since 1050. This growth is ex- 
pected to continue. 

Though great progress has been made, we are 
not satisfied >with regard to the organization's geo- 
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graphic coverage or the strength of our units. 
Nor are we content with the size or the composi- 
tion of our membership, even though it is quite im- 
pressive when you think of having 100,000 people 
committed to a particular problem. We recognize 
that our organization is comprised primarily of 
white parents of the more severely retarded. 

While there are important segments of the 
popiilation that are not as adequately represented 
by our organization as we would like, it is to the 
credit of the founders of the national association 
that it is written into our constitution that we are 
concerned with all retarded children, everywhere, 
regardless of their race. We serve as the repre- 
sentative of all of the retarded. 

Our organization is often referred to as a 
"parent organization" since a large percentage of 
the membership has a personal involvement. 
These members include parents, grandparents, 
brothers, and sisters of retarded persons. But we 
also have as members a growing number of per- 
sons, like Dr. Koch, who has a great professional 
commitment to the problem of mental retardation, 
We have more special education teachers, persons 
involved in residential care, religious nurture, and 
health and other professionals joining with us in 
increasing numbers. 

We estimate about 20 percent of our member- 
ship includes persons other than the parents of 
retarded children themselves. Some say that it is 
too bad to have our organization so largely based 
on persons who have a personal commitment, but I 
take a somewhat different view about this. In the 
first place, mental retardation is no respecter of 
professional or economic status. Consequently, in 
getting a job done, we find that it can be assigned 
almost invariably to some distinguished person 
who has a more or less immediate concern with the 
problem. 

This person might be the President or the 
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\ 7 ice President of the United States, some dis- 
tinguished Member of Congress, a physician, or 
religious leader, and so forth. 

The problem of mental retardation is so prev- 
alent that we usually can find distinguished busi- 
ness and professional people who have an imme- 
diate involvement in helping to gain community 
support. True, some of these people are emo- 
tionally involved; yet I have observed that, when- 
ever the heart, pocketbook, business, family, or 
some other vital thing is concerned, the person be- 
comes somewhat emotional whoever he is. Have 
you not observed that frequently feelings run 
pretty high in political campaigns, strikes, PTA 
meetings, and various other aspects of our life? 
Perhaps being emotionally involved is not bad 
after all. 

If emotionalism becomes irrationality, that of 
course, is wrong. However, in the many contacts 
I have had with our volunteers I am quite surprised 
at the calmness, steadfastness, and deliberateness 
with which the leaders of NARC and of our State 
and local units go about their business of planning 
programs and of relating to government agencies, 
to legislatures, and to other organizations. 

Next, let us examine the role of a voluntary 
organization, since it appears to be changing very 
rapidly these days. Some of the voluntary or- 
ganization people with whom I come in contact are 
concerned about the expansion of governmental 
programs, both Federal and State. They ask, 
"What is going to bo left for us?" They wonder 
if, in time, everything may not be taken over by 
the Federal Government. 

At NARC we do not see current trends so 
much as a threat but as a challenge. Of course we 
do not believe that all activities should come under 
governmental aegis, Yet it is NARC's official 
policy that our State and local units should not, 
by and large, operate facilities and run programs. 
Our responsibility is to see that other elements 
within the community take over their responsibil- 
ities in establishing and operating programs. 

In the area of education, public and private 
education agencies should measure up to their 
responsibilities. Similarly, in the fields of voca- 
tional rehabilitation and health we do not see our- 
selves as being threatened by some of those who 
exercise their proper functions, Rather, we vis- 
ualize that wo can be of significant help in the 
implementation of the Federal programs. We 
have been working with Dr. Graning, Allen Mene- 
fee, and many others, in trying to do what we can 



to help promote their programs. We want to bo a 
source of strength to those administering the 
programs, 

Nevertheless, we do not intend to become en- 
tirely subordinate to the Federal and State people 
who are involved in a particular activity. Actual- 
ly, w& feel that we are one of the sources of strength 
in a democracy. We are a. link between the people 
and their needs, and the people who are responsible 
for carrying out those needs through governmental 
programs. "We are mindful of the fact that it is 
deep in the tradition of this Nation that, whenever 
necessary, it is not only the right but the duty of 
the people to take action that will insure that the 
Government is responsive to the Nation's needs. 

We have, in certain instances, had head-on 
clashes with what we regard as bureaucratic posi- 
tions that were not defensible and which were not 
in keeping with the times. By and large, however, 
our overt clashes with authority are not very large 
in number. Mostly, wo work professionally, sym- 
pathetically, and cooperatively with most State 
agencies. We hope this will continue to improve 
as a result of the strengthening of many of our 
State organizations. 

Many State associations for retarded chil- 
dren have been gaining in strength, but not all yet 
match Dr. Koch's California Council for Retarded 
Children, of which he is president. It has three 
professional people on the staff. Other States hav- 
ing particularly strong associations are Minnesota, 
Michigan, and New York, where the staff includes 
several top-flight professional people. 

There are executive directors in about two- 
thirds of the States, and wo hope within & or 3 
years there will bo professionally competent exec- 
utive directors in each of our State associations. 

Wo are striving for a high level of profession- 
alism. For example,, I have with me two of our 
most recenL publications, one relating to the em- 
ployment of the mentally retarded with a caption 
on the cover, "This isn't kindness. This is busi- 
ness. They are good workers and they are a good 
investment." Hero, too, is our 1965 annual report 
that has just come off the press. 

Next, let us look at our future objectives, We 
feel that as progress is made in education, in vo- 
cational rehabilitation, and in the medical treat- 
ment of the mentally retarded, that more and more 
children and adults will be able to live within the 
communities and be either partially or almost en- 
tirely self-sufficient. 

We are learning more about how to test for the 
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residual capacities that retarded persons have, so 
we are not so misled by the single IQ number. "We 
are learning better that, though one faculty may 
bo very low, such as the ability to verbalise- (which 
means they get very poor grades in school), an- 
other faculty, such as manual dexterity, is good. 
With proper care the stronger abilities can be fur- 
ther strengthened enabling many more children 
and adults to approach more nearly a fully inde- 
pendent life. 

This does not mean that there are not going to 
be many who will remain dependent. In fact, 
(here will be an increasing number of the more se- 
verely retarded, for n while at least. Conse- 
quently, there, must, be major programs of institu- 
tional cave. It does mean, however, that we are 
going to have lo think constructively about new 
f arms of community living, new kinds of facilities 
that will enable a person who can almost but not 
quite get along in (he community, to have a place 
where ho can go, where his money problems, 
social life, and recreational activities are better 
supervised. 

We are doing a lot to prepare the mentally 
retarded for employment, but we are also discov- 
ering that the 8 hours of the day that he is on the 
job is often not as important to living in the com- 
munity as the 16 hours away from the job. 

We need more places of sheltered employment 
for persons who cannot fully work under competi- 
tive conditions. 

In conclusion, I would like to give you our 
view of the place of the retarded individual in the 
broad spectrum of social services. This is at the 
core of some of the acid discussion that has gone 
on as to the relationship of mental retardation to 
mental health programs, 

I would like for you to visualize two persons ; 
one with an IQ of 100 and (ho other with an IQ of 
65. We think it is obvious that as these two per- 



sons go through life, they need a whole variety of 
different kinds of attention' medical, educational, 
vocational, employment, placement, and so forth. 
From the cradle to the grave they need services. 
Now the primary reason for the differences in serv- 
ices for these two individuals is that society plans 
and provides services, by and large, for the nowfc, 
for the person with 100 IQ. Society has not, gen- 
erally speaking, adjusted services to take care of 
the needs of the one with the 65 IQ. The teacher 
and even the physician think more in terms of the 
100 IQ than the 65-; so does the employer. Our 
job consequently is to make sure that all services 
are properly adapted. We try to help educate all 
of the professions ministers, vocational rehabili- 
tation counselors, teachers, and health personnel 
to take their share of this responsibility. In pro- 
viding the broad spectrum of services, all are 
needed, not just the mental health authority. 

Also, we feel that among these professions 
there are no second-class citizens. They all have 
a key role, and this means that we want the mental 
health authority, the employment services, the 
school all of them to do their share, More- 
over, we are not going to engage in fruitless efforts 
to try to have all of them placed under one agency 
or another. Obviously, they should not be. 

Finally, a word about prevention. It is very 
important for us to remember that in all our 
efforts we are trying not only to secure services 
to the retarded, but also to bring about a reduction 
in the incidence and severity of this tragic prob- 
lem. Wa are greatly concerned, therefore, about 
improving maternal and child health, ameliorat- 
ing the effects of cultural deprivation, and pro- 
moting preschool programs, genetic counseling, 
and all the other kinds of tests and activities which 
will reduce the magnitude of this problem. To an 
increasing degree we are devoting our attention 
to these matters of prevention. 
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WIIILK THE CONSTRUCTION of facili- 
tate IK one of the primary interests of many in this 
iiiulioiN'o, I am Hiiro that we are all aware that 
il will bo the personnel who will give life to the 
sorvii?H and programs within them. We are all 
for the recent gains which have been 
from Lho standpoint of obtaining Federal 
construction aid. Unfortunately, however, the 
Federal legislation ihns far enacted docs not give 
MtfiU-ionl recognition to the financial support 
ncodoil (<> fill onv personnel shortages. This is a 
npptl which is moat urgent and every effort should 
Im imulu to mulca this known to oxir Congress. Just 
IIH thy X^cdoral Government has provided seed 
money for ronsU-ucLion, in like, manner funds 
should bn niado available so that a sufficient num- 
ber of personnel can be employed at adequate sal- 
aries. ( ^mail-action and adequate personnel need 
(olio inlc&Talpfii'ts of our planning. 

All of tliifl reminds me of the remarks of the 
(Iniirniaii of one of the task forces in our Compre- 
hensive Plan in Maryland, which seems apropos 
to this problem. At the end of a very serious day, 
he expressed his concern over not having accom- 
plished morn and wondered why the professionals 
could not simplify the giving of information on 
menial retardation and the programs in it to the 
various pro regions, and the special interests 
within the professions. He explained that it was 
fill ho could do to keep up with the reading in his 
own special interest area. He suggested that a 
".show and loll" approach be used in a 1-day meet- 
ing' similar to (.ho programs used for children in 
school. 

An oversimplified approach has merit. It 
contains f ho components AVO need to recognize when 
wo try to enlist tho support of the many profes- 
sions and many specialties within, the professions. 
Basic elements to consider in using such an ap- 
proach are : (1) tho child has a need to present a 



story to the class; (2) the child picks a story in 
which he is interested; and (3) he has to learn to 
present it in a manner which will involve the class 
in a way so that it will be interesting and have 
meaning to other cltiss members. 

In the same way, we have a need (1) to pre- 
sent our program to the community; (2) to pick a 
program which we are focusing on afc a particular 
time; and (3) to find a way to present this pro- 
gram so that we will evoke the interest and involve 
the professional to the point that he will either 
support the program professionally or become an 
active part of the program whichever role we are 
looking for him to take- at the time. 

There are three separate, but equally essential, 
times when it is necessary that we involve the pro- 
fessionals if we are to improve both the quality 
and qxiantity of personnel in this field and create 
a greater awareness of the needs of the mentally 
retarded. First, we need to enlist the support of 
university and college personnel at both the under- 
graduate and graduate levels to include- curricu- 
lum content in mental retardation whenever pos- 
sible. Second, we need to involve professional per- 
sonnel at the time when we are planning new 
programs not when, (he planning is complete; 
and third, we need to explain programs and future 
needs of programs to the professional at the time 
he comes to us asking help in planning for a spe- 
cific retardate in whom he is interested. 



Involvement of University and College Personnel 

If we are to increase the supply of personnel 
in this field, we must express our needs for the 
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inclusion of mental retardation content into stu- 
dent programs before these students hare made a 
final commitment to their future specialty. In so 
doing, we must recognize that with this request 
goes the responsibility that we may be asked to 
participate in giving some of the class content, pro- 
ride the use of our agency or institution for class 
visits and, in many instances, try to build an oppor- 
tunity for summer and part-time employment so 
there can be real exposure and involvement in 
order to have these people interested in mental 
retardation. 

There was a time when this was a diflicnit sell- 
ing job to a, college or university, but many things 
have come about to change this. No longer do you 
expect raised eyebrows from your colleagues when 
you say you work with the mentally retarded. 
Contrary to this, it has become almost a status sym- 
bol in some areas to express an interest in the field. 
Then, too, the many scholarships and fellowships 
make it easier for the teachers and you to interest 
students in specializing in this field. Further, let 
us remind ourselves that student training has much 
to offer any agency. They will, first of all, keep 
your agency stimulated by their new thoughts and 
new approaches; and you will have to maintain a 
quality program if you are to be an acceptable 
field agency for training. Finally, and most im- 
portant > if you have presented your program in an 
interesting and challenging manner, you have a 
good prospect for an employee when he has fin- 
ished his training. But if he doesn't come to you 
as an employee, yon can be assured that whatever 
field lie chooses he will be more alert and sensitive 
to the needs of any retardate he may serve. He 
will also be more knowledgeable as to the resources 
that should be available to meet the needs of the 
retarded from the many agencies and many 
professions. 

The American Association on Mental Deficien- 
cynow in its 80th year is a multidiscipline 
group which has moved in this area to enlist the 
support of professional personnel by holding work- 
shops with schools and professional groups in 
psychology, research, social work, etc., to try to 
increase the interest of the various professions in 
mental retardation at both graduate and under- 
graduate levels. Our own panel member, Dr. 
Koch, conducted a workshop this past year on 
more recent medical information in the field. 
Workshops have also been held in nursing, physi- 
cal therapy, vocational rehabilitation and other 
specialties. In the same manner, the various pro- 
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fessions in A.A.M.D. are working to bring about a 
closer liaison with other professional groups such 
as American Medical Association, American Psy- 
chiatric Association, and Council for Exceptional 
Children. And here, let me add that the presi- 
dent, the various vice presidents, and the Office of 
the Executive Director, Dr. John Noone in Wash- 
ington, will be glad to offer consultation in their 
areas of special competence or put you in touch 
with several in whatever State you may represent. 

Involvement in Planning 

The involvement of other professionals in 
planning new programs is an area that, until the 
time of our comprehensive planning, has failed 
miserably. For often we sit in our so-called ivory 
towers and sweat and plan in isolation and then 
wonder why when we ask the professional to par- 
ticipate, he shows a reluctance or outright unwill- 
ingness. Wouldn't it bo simpler although a little 
more time consuming, to ask him to meet with 
you ? Let him and the rest of the group that you 
will need to implement your idea know what you 
have in mind. Ask for their suggestions and reac- 
tions, being sure to listen and hear what they have 
to say. They can tell you many things that may 
be unique to their area. You may have sugges- 
tions of other personnel they may not have con- 
sidered. Most often, I believe, you will find that 
you will leave with your idea slightly changed but, 
most important, when you leave they will have 
participated, will have become involved, and if 
they have been sold, your idea will no longer be 
yours alone but theirs. Frequently, if yon hear 
the idea presented by them later, you may even 
begin to wonder if you had a part in its original 
presentation, but when this happens, then you can 
be sure you have enlisted their support. 

Explaining Programs 

One of the most productive methods of enlist- 
ing the support of professional personnel 
although time consuming is that of explaining 
programs in response to a specific request. 

At the time a physician calls asking for help 
for a child (and perhaps for an upset family in 
addition) it is an opportune time to help him know 
the resources that may be available. If you can 
offer him help in meeting the needs of the family 
and child with whom he already has a relationship, 



you can generally expect that you have won his 
support. Onco this doctor understands and ac- 
cepts your program, you can then, in turn, expect 
to go to this physician for help in interpreting 
your program to other colleagues. An important 
aspect o this approach is that you are talking to a 
person about another person with whom he has 
intimate contact., rather than speaking to him in 
generalities which do not touch him intimately. 

Support is often not, this easy. Frequently 
you cannot meet the request of the professional he- 
cause fcho request which is being made is inappro- 
priate lor the individual lor whom it is being 
made, or because it is being made to the wrong 
agency. 

The tacfc with which such a request is denied 
and the reasons for the denial may bring positive 
or negative reactions to your program. If, again, 
wo are willing to spend added time in helping the 
individual and his family get to the more appro- 
priate resource for service, we will usually have 
maintained the support of the referring individ- 
ual ; but we do need to take the time to call or write 
to let him know the reason for delay or denial, as 
well as to let him know why the other resource 
was recommended. This is an educational proc- 
ess, slow but worthwhile, and can be used with 
any profession. 

I have discussed most of this as if it were easy, 
but it is not. It is slow, it is a continuous process 
as personnel is always changing, and there are also 



other impediments to enlisting the support of the 
professions. 

We need to be aware of interdisciplinary and 
interagency support if there is to be coordination, 
and if we are to have this elusive comprehensive 
programing that we are planning for. To begin 
with we will have to learn to find better ways of 
communicating between the various professions so- 
that we can find a language in which the words 
mean the same to all. Too frequently, we speak 
in a language understandable to our own profes- 
sion, but not to others. 

Further, we need to be aware that each pro- 
fession has a special competence. The problem 
of retardation belongs to no one singly, but each 
of the professions must join forces to make a com- 
plete whole. Each profession may cany a major 
or a minor role at a particular time. Hopefully, 
someday our professions and our agencies will be 
strong enough within themselves that there will 
not be jealousy either among the professions or 
among the agencies. Until the time arrives when 
the focus of all personnel is on the needs of the 
retarded and on how to improve services and fa- 
cilities for them, with each professional recogniz- 
ing that he will or can provide only a small part in 
the continuum of services, we will have a long 
road to reach our goal. 

These are some of the impediments that we 
have to surmount before we can easily move ahead 
to enlist the support of professional personnel, but 
it can and is being (lone. 
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Mr. Allen Menefee 



MY REMARKS WILL BE centered on 
matters relating' to implementation of legislation 
governing grunts to States for planning 1 compre- 
hensive action to combat mental retardation. The 
initial legislation, the Malornal and Child Health 
and Mental Retardation Planning Amendments of 
1963 Public Law 88-150, was recently extended 
for 2 years in an amendment to Public Law 89-97, 
better known as "Medicare." The amendment 
authorizes $2.75 million annually for fiscal years 
19G7 and 1968. Allocations will be made to the 
States on a population basis. 

Under the new program for the continuation 
of planning and implementation of the plan, the 
minimum amount to he allocated to a State is 
$35,000. Allocations increase in accordance with 
population. 

I see the relationship between this implemen- 
tation and the ongoing job of developing and con- 
tinuing plans for construction in some of the fol- 
lowing ways : 

First, both implementation and planning are 
one process a unified whole. In many instances, 
while the comprehensive planning has been taking 
place, recommendations arc being implemented. 
On the other hand, I expect that as we begin exam- 
ining the recommendations that come from the 
published plans and attempt to implement them, 
other issues will bo identified which require greater 
time and greater depth of study before conclusions 
can be reached. 

Each State has its own way of approaching 
its own unique problems. For example, the plan 
for education of the trainahle carried out in Ohio, 
is quite different from that of a State like Alaska 
which, in the course of its planning, passed a law 
requiring that public schools provide educational 



services to the trainable mentally retarded. Thus, 
in Alaska the quest ion arises as to how local and 
Federal construction funds can best be utilized to 
meet the needs for public school classrooms for the 
trainablo mentally retarded, as well as the complex 
needs of other levels of mental retardation and age 
groupings. Another typo of situation presents it- 
self in Rhode Island, where it is possible to pro- 
vide preschool educational experiences for chil- 
dren from 8 years on up in the public schools. On 
the other hand, another State may be depending 
on the project Head Start for this type of activity. 

Many other special situations can be cited, 
For example, there are issues around residential 
care. Does the Stato want to continue to house its 
retarded people in largo institutions, or does it 
want to reduce the size of those institutions from 
5,000 to 1,000 or possibly 500? Does it wish to 
take (ho approach of regional centers for residen- 
tial caro? 

Has the State taken a look at the policy re- 
garding admissions for residential care? Some 
States may operate under the philosophy that the 
earlier ago group should not enter into residential 
care. Other States may decide that the very young 
child, the multiple handicapped, should be cared 
for in a highly specialized institution. 

These are some of the issues that enter into 
how the plan for construction is adapted to the 
State. And so (he comprehensive plan and the 
plan for construction are really intertwined. 

I would see the construction planner and the 
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comprehensive planner coming together with 
others involved to examine the priorities for the 
comprehensive plan and those set up by formula 
in each State for the construction plan. 

These vary considerably from an approach of 
"them thai has gets" to just the opposite approach 
of ; ''The have note ought to get something." 

Now, I can also see a hand-iii-hand working 
together as implementation begins. For example, 
a certain area has been given a priority for diag- 
nostic and evaluation services. Those involved in 
comprehnsive planning should help that commu- 
nity develop the needed resources to operate such 
services. Moreover, assistance can be given in the 
development of an application for construction 
money. 

It is important that the construction people 
carefully examine the philosophy written into the 
comprehensive plan. I continue to find people 
who have an idea for services they want to develop 
in what very closely resembles an institution. 
They say it isn't an institution because it isn't 
big apart from the community. It seems when 
people get an idea for giving service they want to 
put everything into the package, residential care 
and all of the services, often in one building or one 
complex of buildings. The planners must there- 
fore decide whether the proposal conforms with 
the philosophy that has been expressed in the com- 
prehensive plan. If not, then every effort should 
bo made to bring about a coordinated approach. 

What type of staff members will be needed to 
implement a 'State plan? They would include 
planners, promoters, enablers, community orga- 
nizers, persons who are a resource for resources, 
an expert on grantsmanship, and people who 
help (lie local community carry out part of its 
implementation. 

Under the original legislation, four goals were 
established : 

First, to determine the action needed to 



combat mental retardation in the State and 
the resources available for this purpose. 

Second, to develop public awareness of 
the mental retardation problem and of the 
need for combating it, 

Third, to coordinate State and local activ- 
ities relating to the various aspects of men- 
tal retardation and its prevention, treat- 
ment, or amelioration. 

Fourth, to plan other activities leading 
to comprehensive State and community ac- 
tion to combat mental retardation. 

With the passage of the recent legislation ex- 
tending the program, two additional goals have 
been added: 

First, to initiate the implementation and 
carrying out of planning developed under 
tins title, find 

Second, to initiate the implementation of 
other steps to combat mental retardation. 

That last goal covers considerable ground, so 
we are expecting to see a great deal of imagination 
used by the States in their implementation of the 
program. 

Now, to anticipate a question. I am fre- 
quently asked whether or not an applicant can 
include in his expenditures the necessary cost for 
someone to work with the planning for the de- 
velopment of facilities or State plan for construc- 
tion. The answer is "Yes it is entirely up to the 
State." Such an employee should receive the same 
kind of consideration as other types of staff posi- 
tions being proposed. 
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Recommendations relating to health facility 
construction programs were considered by the con- 
ferees during group discussion periods held on the 
opening day of the 2-day conference. At a ple- 
nary session held on the second day, the following 
recommendations were adopted : 

1. That the Surgeon General consider the 
population explosion, the need for modern- 
ization of health facilities, and the in- 
creased costs of construction when discuss- 
ing the hospital and health facility con- 
struction needs of the Nation. 

2. That the Public Health service regulations 
be revised to permit the use of Hill-Burton 
funds to construct projects not programed 
as comprehensive community mental health 
centers under Public Law 88-164, if ap- 
proved by the State Mental Health Con- 
struction Authority. 

3. That the Public Health Service be re- 
quested to develop criteria and standards 
whereby State agencies and communities 
may evaluate hospital outpatient services, 
needs, and resources including emergency 
room activities. 

4. That the Public Health Service establish 
an administrative requirement in the inter- 
est of coordination which provides that no 
Public Health Service grant be made for 
health facility or health facility related 
construction without prior discussions with 
the State Hill-Burton agency. 
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